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This study examines state variations in health care services for children with
Autism and other developmental disabilities across the fifty states through the Autism
and Developmental Disabilities Monitoring Network (ADDM). The ADDM network
monitors and tracks the number of children with Autism and other developmental
disabilities. The purpose of this study is, first, to understand the differences between the
states in the implementation of the ADDM network and, second, to determine what state
factors (political variable, i.e., party identification; structural administrative variables,
i.e., Medicaid Home and Community Based Service Waiver, HCBS (Section1915C) and
the number of pediatricians per 10,000 children; Autism prevalence variable, i.e., Autism
among children in special education per 10,000 children; and state economic variables,
i.e., spending per pupil for children with Autism in special education, children in poverty,
and state financial health) influence the likelihood of a state applying for the ADDM
network. Furthermore, the purpose of this study is to consider the potential impact of
these various state characteristics in order to understand what state factors might
contribute to such differences.

The results reveal that structural administrative and economic factors influence a
state’s decision to apply for the ADDM network. Furthermore, political factors
(e.g., Democratic party control of governorship and legislature) did not influence a state’s
decision to apply for the ADDM network. However, when controlling for Republican
political party identification, the structural administrative, economic, and political
(Republican-controlled legislature) state characteristics influence whether a state
applying for the ADDM network. The results indicate that political party control does
not play a significant role in determining whether a state will apply for the ADDM
network.
In expanding the research, to include another structural administrative factor
(prior application), political party control (i.e., Republican-controlled legislature) was no
longer significant. Thus, the bureaucratic environment is not influencing the actions of
state administrators. Instead the individual characteristics of the state is influencing
whether a state will apply for the ADDM network. Understanding the differences
between the states in the implementation of the ADDM network provides a
comprehensive model for establishing the ADDM network or similar programs in other
states.
.
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CHAPTER I
INTRODUCTION

Background: What is Autism?
The Centers for Disease Control and Prevention (CDC) identifies Autism as a
disorder that substantially impairs a variety of functional areas that are vital to a child’s
development, such as learning, cognitive (e.g., neurodevelopment) abilities, social and
communicative skills, and behavioral skills (Center for Disease Control and Prevention,
2007). Specifically, Autism is one of three different types of autism spectrum disorders
(ASDs): 1) Autism, 2) Asperger Syndrome, and 3) pervasive developmental disorder, not
otherwise specified (PDD-NOS). In addition, under some psychiatric standards,
Childhood Disintegrative Disorder and Rett Syndrome are oftentimes categorized as
autistic-related disorders or as ASD subtypes. However, Rett Syndrome is distinctively
different from the other ASD subtypes (Autism, Asperger Syndrome, PDD-NOS, and
Childhood Disintegrative Disorder) because its symptoms are specifically linked to
genetics and the deficits of Autism, Asperger Syndrome, PDD-NOS, and Childhood
Disintegrative Disorder are associated with multiple non-genetic and genetic sources,
(Lord, Cook, Beventhal, and Amaral, 2000). The abovementioned subtypes of ASDs will
be briefly discussed later in the chapter.
Referred to as “classic” Autism or autistic disorder, some common symptoms of
Autism include a reduction in a child’s social, learning, communication, and emotional
1

abilities; absent or delayed speech; atypical behaviors and interests; and repetitive
motions and language (e.g., repetition of words or phrases, referred to as echolalia),
(American Psychiatric Association, 2000; Centers for Disease Control and Prevention,
2007). For example, an important aspect in a toddler’s social development is the ability
to imitate or engage in “pretend play.” By the time a typical toddler becomes a year old,
he or she should be able to mimic the words and gestures of others, particularly their
parents (2007). However, a toddler with autistic characteristics has not fully developed
social skills and oftentimes does not make natural gestures or imitate sounds, such as
waving or saying “hello” and “good bye,” (2007). Other features that are associated with
children with ASDs include self-stimulating behaviors (e.g., unusual noises, constant
flapping or clapping or hands, or rocking from side to side); sensitivity to various smells,
sound, or touch; lack of attentiveness; irregular eating habits (e.g., over eats or limits food
intake) and sleeping habits; moods swings that lead to an increase in irritability; and selfinjurious behavior (Johnson, 2004).
Furthermore, autistic symptoms can be detected in infants as early as 6 to 7
months, so it is imperative for parents, who are often the first to become aware of
symptoms, to closely monitor the stages of their child’s development. This is especially
important for children who have other family members with an ASD, such as a parent or
a sibling, because neurobiological statistics indicate a possible genetic link to ASDs,
placing this group of children at greater risk of being affected (Lord et al., 2000).
Although autistic symptoms can be detected in the early stages of a newborn’s life, a
diagnosis and assessment by a certified individual that is consistent with the American
Psychiatric Association's Diagnostic and Statistical Manual-IV (DSM-IV) is only
2

considered reliable by age 2 (Lord, Risi, DiLavore, Shulman, Thurm, and Pickles, 2006).
The delay in diagnosis prevents many children from receiving early behavioral and
development intervention treatment, which may decrease their symptoms into adulthood
(Johnson, 2008). Since the late 2000s, this problem has been remedied by the
introduction of modified DSM criteria and diagnosis standards for children with ASDs
younger than 2 years of age (i.e., developmental screening and a comprehensive
diagnostic evaluation) (Lord et al., 2006; Filipek, et al., 1999).
The first step in diagnosis and assessment is developmental screening. This is a
basic test that should be administered during a young child’s traditional “wellness
checkups” at different stages in the child’s development, specifically to detect for ASDs
(Lord et al, 2006). This test determines if the child has any developmental delays in their
cognitive and central learning skills (Lord et al., 2006). During the exam, pediatricians
observe the child to see if there is a reduction in nonverbal behavior, such as eye-to-eye
contact, facial expressions, or child-like gestures (2006). In addition, doctors may ask the
parents questions about the child’s development to gain further insight into the child’s
basic learning capacities. Many physicians suggest that the most effective times in a
child’s life to test for developmental delays and ASDs using developmental screening
exams is at 9 months, 18 months, and 24 or 30 months (Centers for Disease Control and
Prevention, 2009). However, because “wellness checkups” are usually performed as
early as two weeks or two months (American Academy of Pediatrics, 2010), a
developmental screening exam to test for ASDs in infants at two months is not beneficial
because the earliest that most ASD symptoms are observed in infants is 6 to 7 months.
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Furthermore, some pediatricians may not routinely check children for ASDs during
traditional wellness checkups (National Institute of Mental Health, 2009).
The second step in diagnosis and assessment is a comprehensive diagnostic
evaluation. This is a more in-depth exam conducted by various professionals (e.g.,
psychologist, neurologist, psychiatrist, or speech therapist) who are more qualified to
diagnose children with the disorder. These doctors examine a child’s functioning
capacities and development, such as social, communication (e.g., language development),
and behavioral abilities. Doctors also conduct a more formal interview with the parents
instead of just asking basic questions and also administer more systematic and structured
tests on the child, such as biological and genetic exams (2006). For example, during a
comprehensive evaluation, professionals use specific treatment programs that have been
developed to diagnose ASDs, such as the Autism Diagnosis Interview-Revised (ADI-R),
the Autism Diagnostic Observation Schedule (ADOS-G), and the Childhood Autism
Rating Scale (CARS) (Rutter, LeCouteur, and Lord, 2003). The ADI-R program is a
standardized interview-based instrument in which the parents or caregivers are asked a
series of questions about their child’s functional capabilities (e.g., language, social
interaction, and abnormal behaviors) in order to officially determine a diagnosis of
Autism and to recommend proper clinical treatments. This standardized diagnosis
process has been effective in helping to develop the child’s Individualized Education
Program (IEP) in terms of educational planning because it identifies areas where the child
is deficient (National Institute of Mental Health, 2009). In contrast, ADOS-G is an
activity-focused treatment in which a trained professional observes the social behaviors
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and play of a child suspected of having Autism to determine social and communication
areas that may either be abnormal or absent (Lord et al., 2000).
A third comprehensive diagnostic evaluation is CARS, which has been effective
in differentiating autistic symptoms from other developmental disabilities (Schopler,
Reichler, and Renner, 1988). After a child has been identified as autistic, CARS is used
to distinguish where the child falls on the autistic spectrum in terms of having mild,
moderate, or severe Autism (Schopler et al., 1988). Although the procedures used in
developmental screening is not as in-depth as the comprehensive evaluation, both tests
are vital during the developmental periods of a child’s life and are especially important
for children who are at a greater risk of being diagnosed on the autism spectrum, such as
children who have a sibling with an ASD, children born prematurely, or who have other
medical disabilities, such as mental retardation, epilepsy, fragile X syndrome, or tuberous
sclerosis, and the development of pervasive seizures (National Institute of Mental Health,
2009). For example, a CDC study indicated that 62% of the children with an ASD had at
least one additional disability (Centers for Disease Control and Prevention, 2007, p. 3).
Autism is unique because it affects each individual child differently in terms of
cognitive and learning abilities and because of the onset and severity of symptoms, which
is the reason why it is classified as a “spectrum disorder” or heterogeneous condition
(Lord et al., 2000). For example, one child may have a severe deficiency in speech that
started as early as 2 years old, while another 2 year old is highly gifted, has no problem
with his or her speech, but lacks common social skills, such as interacting with other
children. Consequently, the “spectrum” theory of the disorder and the notion that
behaviors may change during a child’s development has made it a challenge for many
5

states and localities to develop effective education services and policies for children with
Autism (Feinberg and Vacca, 2000). Thus, there is great benefit in providing a system of
education for children with ASDs because it gives them the opportunity to gain
knowledge, social independence as they mature into adulthood, life-coping skills, and a
sense of responsibility in society (National Research Council, 2001). Prior to the
Individuals with Disabilities Education Act (IDEA) of the 1990s, which granted
educational rights to individuals with disabilities, the Education Act of All Handicapped
Children in 1975 was the first step towards change in the education system for children
not only with disabilities, but with ASDs. Although many opponents argued that the
Education Act of All Handicapped Children failed, it was no longer the responsibility of
the parents of children with disabilities to educate their children in the seclusion of their
homes, but now the public’s responsibility (National Research Council, 2001). Through
the IDEA and the Education Act of All Handicapped Children; an integration of current
research; communication among educators, medical professionals, and parents; and a
coordination of local, state, and federal education services, systematic strategies can be
developed for efficient and effective early intervention educational programs (2001).
In addition, Autism is unique because there is no known cure or cause for the
disorder. However, many scientists have theorized a possible link of ASDs to genetics,
neurodevelopment abnormalities, and vaccines containing thimerosal (Muhle,
Trentacoste, and Rapin, 2004; Lord et al., 2000; Parker, Schwartz, Todd, and Pickering,
2004). There is not just one group or percentage of the population that is affected
because ASDs are common in all aspects of society (e.g., cultural, racial, and
socioeconomic). However, there is a higher incident of the disorder found in males
6

compared to females (male to female ratio of 4:1) (Centers for Disease Control and
Prevention, 2009).
Originally believed to be a modern disorder, the earliest published indication of
autistic-like behavior evident in individuals dates back to the 1700s (Centers for Disease
Control and Prevention, 2007). Therefore, Autism is not a new disorder, but has only
gained recognition in society as the number of children diagnosed with the disorder has
increased in the twenty first century and become a part of today’s public policy agenda
(Steuernagel, 2005). Earlier health statistics revealed that ASDs affected 1 out of every
150 children in the United States (Centers for Disease Control and Prevention: ADDM
Report, 2007). However, current prevalence data reveals that 1 out of every 110 children
in the United States has an ASD (Centers for Disease Control and Prevention, 2011). As
a result of the Autism epidemic, many states have taken the initiative to develop more
Autism policy and conduct more epidemiological studies on childhood disorders, such as
Autism and other developmental disabilities (2005). With an estimated lifetime cost of
$3.2 million for families to care for an individual with Autism, the societal cost for
Autism treatment is more than $35 billion annually in the United States (Ganz, 2007;
Harvard School of Public Health, 2006). As a result, the financial burden on the states
for intervention services and long-term treatment for individuals with Autism and other
developmental disabilities has raised attention to the importance of comprehensive public
health monitoring (Rice, Schendel, Cunniff, and Doernberg, 2004). However, with an
increase in the number of children diagnosed with Autism since the late 1990s, many
question whether the United States’ health care system is providing adequate treatment
and services for individuals with Autism and other developmental disabilities (Wing and
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Potter, 2002). As a result, many interest groups, healthcare providers, public schools, and
parents of children with Autism and other developmental disabilities are advocating for
more state programs to properly treat, diagnosis, and provide alternative resources for
children with childhood disabilities (Silverman and Brosco, 2007).
Other Types of Autism Spectrum Disorders (ASDs)
As mentioned previously, the other types of ASDs include Asperger Syndrome,
PDD-NOS, Childhood Disintegrative Disorder, and Rett’s Syndrome, which are
categorized under the umbrella term of ASDs because they have similar symptoms and
cause deficits in three functional areas: 1) social skills; 2) language and communication;
and 3) various behavioral problems and interests, although the symptoms can vary in
onset, nature, and severity (Muhle, Trentacoste, and Rapin, 2004). Because these
disorders can vary in terms of their affect during different development stages of child’s
life, and in severity/occurrence, standard diagnostic systems (DSM-IV) categorize them
as pervasive developmental disorders (Lord et al., 2000).
First, Asperger Syndrome is different from “classic” Autism because language,
communication skills and cognitive ability appear to be normal as a young child
develops, precluding any evidence of mental retardation. However, there are deficits in
these children’s social interaction and behavior (American Psychiatric Association,
2000). Many physicians and developmental pediatricians identify Asperger Syndrome as
a milder form of Autism (Centers for Disease Control and Prevention, 2009). Second,
pervasive developmental disabilities, not-otherwise specified (PDD-NOS), also referred
to as “atypical autism,” is a disorder in which children have a severe impairment, denoted
by the term “pervasive,” in their social and communication abilities (similarly to
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“classic” Autism). However, the unusual behaviors and interests of these children can
not be characterized in any of the other autistic-like disorders (Muhle et al., 2004;
American Psychiatric Association, 2000; Centers for Disease Control and Prevention,
2009). Furthermore, Childhood Disintegrative Disorder is different from Autism because
its rare symptoms can not be detected in the earlier years of a child’s development. Yet,
after age 2 a child’s behavioral, cognitive, and social interaction regresses and there is a
“significant loss of a child’s acquired skills before age 10” (Lord et al., 2000). Childhood
disintegrative disorder is similar to Autism because it predominantly affects males
(National Institutes of Mental Health, 2009).
Finally, Rett Syndrome is also a rare disorder, but it mostly affects girls and is
characterized by normal development during the early stages of an infant’s life (2009).
However, between the ages of 6 and 18 months autistic-like symptoms (e.g., reduction in
social interaction/engagement and communication) are observable, but these subtle signs
and symptoms can be overlooked (2009). Some defining characteristics of Rett
Syndrome are the “deceleration of head growth between the ages of 5 and 48 months”
(Lord et al., 200, p. 356) and the child’s total loss of control of motor skills (2009). For
example, children with Rett Syndrome can not control the movement of their limbs (e.g.,
hands and feet) and develop repetitive behaviors (i.e., similar to Autism), such as
clapping or tapping (Mayo Foundation for Medical Education and Research, 2008). The
sudden movements of their hands and feet are referred to as gait or trunk movements
(Lord et al., 2000). Although there are treatments for some of the symptoms of Rett
Syndrome, such as physical and occupational therapy to help increase minimal mobility,
the disorder can be debilitating because it causes scoliosis (i.e., creates an irregular curve
9

in the spine) and many children will usually need day-to-day care as they mature into
adulthood (MFMER, 2008). Unlike the other ASDs, which are not directly associated to
genetics, Rett Syndrome is caused by a deficit in brain development during the mother’s
pregnancy, which is directly linked to genetics (Muhle et al., 2004).
Alternative Methods and Medications used to Treat Autism
As Autism becomes a national epidemic, many advocacy groups, parents, health
providers, educators, policy makers, and researchers are fighting for change. Many states
and local communities are using this “window of opportunity” to create an awareness
about the growing number of children diagnosed with Autism and other developmental
disabilities. As a result, one type of therapy commonly accepted as an effective treatment
is applied behavior analysis (ABA), (also referred to as early intensive behavioral
intervention treatment [EIBI] or intensive behavioral treatment) (National Institutes of
Mental Health, 2009). Many advocates indicate that ABA is successful because the
standard, structured, and intensive approach of the therapy reinforces good behaviors in
the child. For example, a young autistic child may be praised or rewarded for putting
away his or her toys when asked by the teacher. However, if the child does not respond,
one method of ABA is for the teacher to physically guide the child’s hand to demonstrate
how to pick up the toy and put it away or refuse to give the child a reward for not putting
the toy away (Centers for Disease Control and Prevention, 2009). The focus of this early
intervention technique includes five essential factors: 1) intensive hours of intervention
services and procedures; 2) long-term treatment; 3) comprehensive treatment that
incorporates multiple intervention components and individuals; 4) an individualized
approach that is tailored to the characteristics associated to the child; and 5) one-on-one
10

treatment (Jacobson, Mulick, and Green, 1998). In particular, the goal of this method is
to help the autistic child make a mental connection between a positive behavior (e.g.,
putting up toys) and a negative behavior (e.g., leaving them on the floor), which is
reinforced through the continuous nature of the treatment (2009). Many schools use
ABA methods to teach children with Autism essential life skills (2009).
Several studies have indicated the effectiveness of early ABA for children with
Autism and other developmental disabilities (Anderson, Avery, DiPietro, Edwards, and
Christian, 1987; Birnbrauer and Leach, 1993; McEachin, Smith, and Lovaas, 1993). One
particular four year ABA study conducted by Sallows and Graupner (2005) found that
“48% of all the children showed rapid learning, achieved average post-treatment scores,
and were succeeding in regular education classrooms” (p. 417). These results indicate
that ABA helps children with Autism make significant improvements not only in their
academic skills, but most importantly in their cognitive, communication, and social
adaptive capabilities, minimizing autistic symptoms (p. 417). Sallows and Graupner’s
(2005) study was based on earlier research conducted by Lovaas (1987), who worked in
collaboration with other researchers, such as McEachin et al., (1993), who are known to
have the most comprehensive and reputable documented ABA study. The McEachin et
al. (1993) study found that “47% of the children receiving EIBI were able to function
independently and successfully in regular classrooms” (Jacobson et al., 1998, p. 2). With
almost half of the 19 autistic children analyzed showing substantial improvements from
EIBI treatment in the McEachin et al. (1993) study, the importance and continuous need
at a young age (i.e., most effective between the ages of 0 to 4) of intensive intervention of
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this nature is indicated (Eikeseth, Smith, Jahr, and Eldevik, 2002; Green, 1996; Lovaas,
1987).
Along with ABA, another alternative therapy that has been effective in the
treatment of Autism is the developmental, individual differences, relationship-based
approach model (DIR), also referred to as “floor time” (Centers for Disease Control and
Prevention, 2009). As signified by the name of the therapy, DIR aids children with
Autism in building relationships with others and with their emotional development (e.g.,
feelings) (2009). This therapy is significant because, as aforementioned, children with
Autism tend to have minimal emotional attachment to others and are deficient in their
social interaction and communication abilities (American Psychiatric Association, 2000;
Centers for Disease Control and Prevention, 2007).
Developed by Wieder and Greenspan (2003), who refer to DIR as “floor time” or
interactive play, the scholars discuss six key elements of spontaneous floor time: 1) selfregulation and shared attention; 2) engagement and relating; 3) intentional reciprocal
communication; 4) communication through problem solving; 5) creating symbols or
ideas; and 6) building an emotional connection between symbols or ideas (p. 427).
Because “pretend or imaginative” play is the most important facet of childhood, in the
first stage (self-regulation and shared attention) of DIR, the therapist draws the child’s
attention through interactive play by keeping the child calm, regulated, and focused on
the situation (2003). The second stage (engagement and relating) of DIR involves
emotional and relationship building in which the therapist helps the child understand how
to relate to others through feelings of pleasure (e.g., smiles, laughter, touch, and
movements) and dissatisfaction (e.g., anger, sadness, and aggression). This stage is
12

significant because it develops social engagement. In the third stage (intentional
reciprocal communication) of DIR, the therapists uses dramatic cues, such as facial
expressions and high pitched tones of voice to challenge or encourage gestures or
emotional signals from the autistic child (2003). For example, when a communication
circle is opened (e.g., the child shows interest in a red ball in the classroom), the
therapist, following the child’s initial lead or interest in the red ball, will pick up the ball
as a means of displaying the ball to the child (2003). These “affect cues (signals) are
used to “woo” (stimulate the child) and wait for the child’s purposeful social gestures
(facial expressions, making sounds, reaching, pointing, throwing, movement, etc.), to
express desires, objections or other feelings” (Wieder and Greenspan, 2003, p. 428). In
this case, a two-way type of communication is created between the therapist and the child
when the child actually responds (e.g., reach, gesture, or look) to the therapists after he or
she has shown the child the red ball, referred to as closing the communication circle
(2003). The fourth stage (communication through problem solving) of DIR is similar to
the third stage, but it involves a more complex type of communication.
For instance, instead of the therapist following the child’s lead when a
communication door is opened, the therapist expands communication by using follow-up
avenues, such as not only showing the child the red ball, but asking “why” he or she likes
the ball, or “what” color is the ball. This further increases the child’s problem solving
abilities, initiates communication, and opens other communication circles. The last two
stages (creating symbols or ideas and building an emotional connection between symbols
or ideas) of DIR are significant because they allow autistic children to expand their level
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of emotion and sensation through various facets, such as imaginative play and also help
them develop logical reasoning skills by connecting ideas (2003).
Although ABA and “floor time” are alternative treatments that have proven to be
effective, other complementary and alternative treatments (CAM) are utilized to decrease
the symptoms of ASDs. One example is a special dietary method (e.g., glutenfree/casein-free diet) in which vitamin and mineral supplements replace foods in the
child’s diet that are theorized to be associated with food allergies. Other examples
include chelation (i.e., treatment that removes metals from the body) and body-based
systems that are believed to relieve the symptoms of ASD through deep tissue pressure.
These alternative treatments are controversial because they are only “recommended”
treatments that are oftentimes not approved by trained professionals and pediatricians
(Gupta, 2004; Levy, 2003; Levy and Hyman, 2005, 2008). While there is not one
particular best method to treat Autism because the disorder affects each child differently,
many parents use complementary and alternative treatments (CAM), such as ABA, “floor
time,” unique diets, and other body-based treatments, along with prescribed medications.
Over the years, there have been several medications developed to treat Autism.
However, many of the accepted medications are viewed as controversial. For example,
many of the antipsychotic medications (e.g., Olanzapine) used to treat the behaviors
associated with Autism, such as aggression, self-injury, and severe tantrums have been
criticized because they have not been officially approved to treat the behaviors of
children with Autism by the Food and Drug Administration (FDA) (National Institute of
Mental Health, 2009). This poses a potential risk for young autistic children because
“many of these novel therapies have emerged by serendipitous observations; hypotheses
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of causation may be based on coincidence or association” (Levy and Hyman, 2005, p.
139). That is why it is vital for parents of children with Autism to not act immediately
and experiment with new mediations because they can be dangerous to the child’s health
(2005). The first thing parents should do is consult a professional who is able to educate
them about medications that have been approved by the FDA and who also has the ability
to monitor the child for side effects.
My dissertation, The Implementation of a State Monitoring and Surveillance
Program: What Factors Influence the State Policy? is divided into six chapters. Chapter
two assesses the literature on vulnerable populations, such as children with Autism and
other developmental disabilities, and examines the impact that the current health care
system may have on these individuals. Chapter two also presents the statement of the
problem, theoretical framework, and the dependent and independent variables. Chapter
three reviews the Autism and Developmental Disabilities Network (ADDM), including
an in-depth discussion of its implementation, purpose, and goals; along with a discussion
of other programs that work in collaboration with the ADDM network. Chapter four
includes the methodology and research design. Chapter five presents the findings, an indepth discussion of the findings, and the limitations of the study. Finally, chapter six
presents the conclusion, recommendations, and implications for future research.
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CHAPTER II
REVIEW OF THE LITERATURE

Meeting the needs of vulnerable populations has been and continues to be an
important issue in public policy and administration literature (Aday, 2001; Andrulis,
Acuff, Weiss, and Anderson, 1996; Chang et al., 2004). According to the Centers for
Disease Control and Prevention (CDC), “special needs” or vulnerable populations are
terms that are often used to identify:
Groups whose needs are not fully addressed by traditional service providers; they
include but are not limited to those who are physically or mentally disabled
(blind, Deaf, hard-of-hearing, cognitive disorders, mobility limitations), limited or
non-English speaking, geographically or culturally isolated, medically or
chemically dependent, homeless, frail/elderly and children (2004).
Because Autism is a cognitive disorder that impacts early development, autistic children
are considered members of vulnerable populations because often they face disparities in
access to traditional resources and services as a result of the disorder.
Theoretically, a mission of both policymakers and public administrators is to
provide vulnerable populations with high quality service and to promote their well being.
However, when put into practice, some scholars argue that public servants often neglect
their obligation to vulnerable individuals (Goodman and Mann, 2008; Eisenman,
Cordasco, Asch, Golden, and Glik, 2007; Nathan and Landy, 2009). For example,
Stivers (2007) notes that after Hurricane Katrina many vulnerable minority, elderly, and
poor residents of New Orleans were victimized by public officials who failed to evacuate
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them prior to the storm. They were later victimized by public administrators who
allowed their prejudiced stereotypes, biases, and self-interests to impact the quality of
services they received after the storm (McSwite, 2007; Stivers, 2007).
Specifically, Stivers indicates that stereotypical prejudices “may have shaped
policy and bureaucratic decision making,” which may have increased the death and
destruction caused by Katrina (p. 49). Similarly, Merton (1972) describes the
victimization of vulnerable populations by distinguishing the difference between
“insiders” and “outsiders.” He believes that individuals unconsciously make differences
in the values and orientations of people as it relates to how traditionally in American
society individuals are separated into groups (e.g., majority and minority). As a result,
these social, economic, and cultural differences create a “window of opportunity” for
separatism in society between the majority and minority populations (Eisenman,
Cordasco, Asch, Golden, and Glik, 2007; Muntaner, Borrell, Benach, Pasarain, and
Fernandez, 2003).
An example of Merton’s characterization of a separation is found in current health
care policy and administration. Vulnerable populations, such as individuals with Autism
and other developmental disabilities, often suffer and face inequality in the level of care,
service, and attention they receive from policymakers and public administrators. The
lack of care and attention sometimes results in limited and inadequate amounts of
resources directed toward programs designed to meet the needs of children with Autism
and other developmental disabilities. Thus, the lack of resources for these children raises
several important questions. Are there inherent inequalities in state health care programs
in addressing the needs of children with Autism? More specifically, are states
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aggressively seeking federal funds for programs that will provide access to a higher
quality of care to meet the needs of these individuals? If so, are there political,
organization, and economical variables that help to explain these differences in the states’
decision to apply for the Autism and Developmental Disabilities Monitoring Network
(ADDM) (i.e., a specific healthcare program that will be discussed briefly in the
following section, but in detail in Chapter 3)? This research uses state level data on
Autism and other developmental disabilities to assess these issues.
Statement of the Problem
Children with Autism and other developmental disabilities are some of the most
vulnerable members of society because their social, cognitive, and learning deficits
impair their functional abilities (Center for Disease Control and Prevention, 2007). For
example, a toddler with Autism may experience a delay in speech development or a
school age child with Autism may show signs of irritability and display temper tantrums
because he or she has a hard time adjusting to the social nature of school. Statistics from
an Atlanta Metropolitan area based program indicate that “3.4 per 1,000 children” ages 3
to 10 years were diagnosed with Autism (Yeargin-Allsopp, Rice, Karapurkar, Doernberg,
Boyle, and Murphy, 2003). Using this research, the Centers for Disease Control and
Prevention (CDC) estimates that “1 in 110 children have an Autism spectrum disorder
(ASD)” (National Institutes of Mental Health, 2011).
The current national health care crisis, juxtaposed with an increase in the number
of individuals diagnosed with ASDs, places an increasing importance on the assessment
of how states are meeting the needs of this growing population of citizens. Are states
designing health care programs that provide these children with access to the most
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beneficial programs? More importantly, are they seeking to obtain funds that will assist
in these efforts? Is the public sector losing its “public service ethic” (i.e. serving the
interest of citizens)? Ultimately, how do public servants deal with vulnerable
populations?
Theoretical Framework
In public administration, elected officials and bureaucrats have struggled with the
imbalance between serving the public interest or fostering their own interests (Gormley
and Balla, 2004). One approach in public administration in which this phenomenon has
been balanced is through the theory of delegate representation (i.e., theory of delegate vs.
trustee), which states that the legislator or “representative ought to reflect purposively the
preferences of his constituents” (McCrone and Kuklinski, 1979, p. 278). The central
question surrounding this theory is the relationship between the representative or delegate
and his or her constituents (i.e., represented) (1979). For example, in order for this theory
to function, one dynamic is vital, “the delegate must act in accordance with the
preferences and interests of his constituents” (p. 280). From Niskanen’s (2007) point of
view, bureaucrats or public administrators are sometimes self-interested and seek to
maximize their own agenda at the expense of serving the public (i.e., self-maximizing
bureaucrats). Thus, for decades there has been much controversy in the traditional public
administration literature as to the efficacy of this theory because some scholars, such as
Hedlund and Friesema (1972) and Erikson, Luttbeg, and Holloway (1975) argue that
democratic representatives “who profess to be delegates….are less likely to gauge
constituency opinion accurately or to act in accordance with their perceptions (McCrone
and Kuklinski, 1979, p. 279). In contrast, other scholars such as Pitkin (1967) argue that
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the theory of delegate representation is normative based on the ideal: “The representative
is a “mere” agent, a servant, a delegate, a subordinate substitute for those who sent
him….not chosen with dictatorial powers… so the purpose which sent him must have
been the constituents’ purpose and not his own” (p. 278).
McCrone and Kuklinski (1979) ideas of representation are not limited only to
elected officials. It can also be expanded to include appointed officials or bureaucrats.
Merton (1940) argues that various features of the bureaucratic structure (e.g., precision,
reliability, efficiency, depersonalization, etc.) affect the personality and behavior of
public servants (i.e., bureaucrats). These inherent features tend to exert pressure on these
individuals to be more disciplined and adhere to the systematic rules of the organizational
environment. Oftentimes, this conflicts with the official’s civic duty to serve his or her
constituents. For example, “the official is tacitly expected to adapt his thoughts, feelings,
and actions to the prospect of this career; but these very devices which increase the
probability of conformance also lead to an over-concern with strict adherence to
regulations” (Merton, 1940, p. 564). In addition, because of the public servant’s role as a
representative of authority and prestige in the bureaucratic structure, public servants often
develop egotistical attitudes, which may increase the discrepancy between the public
servant’s hierarchical position within the organization and his position of servitude in
regards to the public (Merton, 1940). As these public servants adjust to the culture and
environment in which they function, they may develop prejudices that adversely affect
vulnerable populations.
Although public servants must act in accordance with the preferences of his or her
constituents, in theory, the inclusion of the normative construct of social equity is also
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necessary because, as one of the values or motives of public service motivation (PSM), it
is a standard in which “public administrators assess and evaluate their behavior and
decisions” (Frederickson, 1974, p.1). Some scholars define social equity as “matching a
policy need (rooted in an underlying social need) with a policy response” (Collins &
Gerber, 2008, p. 1128). Therefore, the level of a public administrator’s PSM in relation
to social equity, along with other critical values, such as commitment to the public
interest, civic duty, self-sacrifice, and compassion, influence the individual’s
performance, decision making, and effectiveness (Perry, 1996; Perry and Wise, 1990;
Rainey, 1982).
The Origins of Social Equity in Public Administration
Although issues of inequity and injustice in public administration have existed
discreetly for several generations dating as far back to President George Washington’s
“fitness of character” selection process (e.g., public appointment based on prestige,
educational attainment, and occupational experience) in the late seventeen hundreds and
during the expansion of the “spoils” or patronage system (e.g., appointment based on
partisanship) in the early eighteen hundreds, “in the field of public administration it was
simply assumed that the good administration of government was equally good for
everyone” (National Civic Review or Frederickson, 2005, p. 1; Mosher, 1982;
Thompson, 2003). The logic of this belief was based on the notion that because of the
deep seated role of public administrators, there was a certain connection and oneness
between public servants and the public. However, this premise was misleading because
during the early years of PA heightened political influence pressured public
administrators to be loyal and support the political goals of the current leadership, not the
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public (Thompson, 2003). This elitist approach of government administration created a
“power- elite” (e.g., educated and affluent) class of individuals who had prestige within
the population and made policymaking decisions (i.e., both pro and con) that affected
“all” individuals in society (Mills, 1956). Some disadvantages of this type of complete
control is a continuation of the status quo, the promotion of abuse and corruption, and a
failure to consider the decision making power of individuals in the community who
comprise the minority population.
Governmental reform through the ratification of the Pendleton Act in 1883, which
created the civil service or merit system (i.e., appointments based on merit and neutral
competence) did not completely recognize the importance of social equity in PA. Social
equity was important because there was a concern of fairness in relation to “neutral
competence” in the administration of PA through the merit system (West and Durant,
2000). So, even though individuals were no longer appointed based on “fitness” or
political loyalty, but on more objective criteria (e.g., merit and professional ability), and
in essence PA was no longer lead by the majority--older white males who belonged to an
elite class of society--the ideal of social equity was still not central to PA (Mosher, 1982;
Kaufman, 1956).
One reason for social equity being an oblivious phenomenon in PA during its
early periods was public servants and PA theorists were more concerned with
management, rationality, and economy, evident during the scientific management period
of PA (Frederickson, 1990; Mosher, 1982; Fry, 1998). During this period the structure of
the organization was systematic and centralized; and within this ideal-type bureaucracy
(established by Weber, 1922), the assumption was that individuals worked and acted
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rationally like well-oiled machines and robots (Mosher, 1982; Fry, 1998). This
mechanical approach to running an organization had two drawbacks; first the human
element was missing and second it did not address the issue of diversity. As a result of
these aspects, “social equity began as a challenge to the adequacy of concepts of
efficiency and economy” in public administration (Frederickson, 1990, p. 228). Finally,
although there was always a concern of fairness in the practices of PA, now there was an
immediate need to discuss the idea of social equity, which is why the value of this
concept became increasingly evident in public administration during the 1960s (National
Civic Review, 2005).
Developed by H. George Frederickson in 1968 as the “third pillar” for public
administration (i.e., one of the principles in public administration that should be as
beneficial as values of economy and efficiency in public administration in which the field
should be steadfast), social equity is a complex concept that encompasses many pervasive
issues of fairness and equality in society, such as race, gender, ethnicity, mental and
physical conditions, and socioeconomic status (Frederickson, 1990, 2005). For many
individuals, the idea of fairness is an egalitarian (i.e., open system in which individuals
are treated the same, regardless of their economic status or social class) approach
(Mosher, 1982). For others, a concrete definition of social equity is relative based on
individual circumstances, such as Stone’s metaphoric idea of equality as deciding how to
equally divide a cake among students (Stone, 2002). Thus, a formal definition of social
equity is “the fair, just and equitable management of all institutions serving the public
directly or by contract, and the fair, just and equitable distribution of public services and
implementation of public policy; and the commitment to promote fairness, justice, and
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equity in the formation of public policy” (National Academy of Public Administration,
2006,

p. 1). However, the first theoretical attempt to define social equity in relation to

PA was developed by John Rawls (1971) in his writing A Theory of Justice
(Frederickson, 1990). In this scholarly piece, Rawls defines fairness as justice (i.e., an
ethically neutral legal order) and he believes that in order to achieve justice in society,
which he refers to as the first principle or liberty principle, each person should have equal
rights and liberties that are consistent with a general system of liberty for all individuals
(Rawls, 1999). Furthermore, since social and economic inequalities are inevitable in
society, Rawls indicates that the second principle or the difference principle is important
because it ensures the “greatest benefit to the least advantaged” or provides opportunities
to all individuals under a fair and equal system (Frederickson, 1990, p. 230; Rawls,
1990).
Similarly, Svara and Brunet (2005) attempt to operationally define the concept of
social equity at is applies to public administration. The authors indicate that through the
realms of social equity public administrators should be committed to five aspects: 1)
procedural fairness; 2) distribution and access; 3) quality; 4) outcomes; and 5) related
responsibilities. For the purpose of this discussion, distribution/access, quality, and
outcomes are the most noteworthy.
First, the authors’ indicate that public administrators should be committed to
achieving equity in the distribution and access of services for individuals in a manner in
which individuals who are members of the minority or disadvantaged class receive the
greatest benefits. Second, it is vital for public administrators to deliver a quality of
services and benefits that are equal for all members of society. Ironically, one example
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of a public program, although it received much controversy and is today considered a
failure, that was an attempt to achieve social equity in the delivery of educational
services, was the initiation of “No Child Left Behind” (NCLB). As a government
initiative for education reform, NCLB required states to administer state-wide tests that
were associated with student performance. However, in order for many of the school
districts to receive the necessary government funding, the students had to score or
perform at a certain level as a means of the government to measure the school’s success
in education. As a result, the administrators and teachers were more concerned with
teaching the students the specific test information and reaching a certain scholastic bar
because the teachers were being held accountable for students’ success or failure, that
ultimately the quality of basic learning, which is most important, was lost. Although this
was an example of how performance based measures have failed in the public sector, it is
a good example of how government has worked to incorporate social equity through
education reform in public administration. Finally, the third aspect indicates that public
administrators should “seek to achieve an equal level of accomplishment or outcomes in
the social and economic conditions for all individuals and seek to eliminate differences in
outcomes for groups” (Svara and Brunet, 2005, p. 7). For example, based on the
abovementioned factors, it is evident that social equity is not only a pillar of public
administration, but also a value that public administrators should adhere to in order to
achieve proactive and equitable administrative practices.
Twenty years after its beginnings in the 1960s and 1970s, the concept of social
equity became paramount in the principles of the American Society for Public
Administration (ASPA) because the theory became the code of ethics in 1981 for the
25

groundbreaking association (Frederickson, 1990). During the same time, social equity
continued to guide trends, policies, and programs in PA. For example, during the
“reinventing government” or New Public Management (NPM) movement of the 1980s
(i.e., adopted principles of efficiency and effectiveness), social equity as a normative
concept of “what ought to be” incorporated a human perspective and was recognized as
an important public value (Hays and Kearney, 2001; Page, 2005; Peters, 2001). Now,
public agencies understood the benefit of incorporating social equity into administration
even if it was at the expense of efficiency (Jennings, 2005; Okun, 1975). While there are
some advantages of NPM, such as performance management (i.e., based on
results/outcomes and compensation is linked to employee performance), at-will
employment, (i.e., employment termination at the will and discretion of the executive),
changing compositions of the workforce, and management labor relations; these virtues
are also defects (Battaglio and Condrey, 2006; Hays and Sowa, 2004; Kellough and
Selden, 2003). Thus, there have been many other scholars who have examined the
strengths and weaknesses of the “reinventing government movement” (Carroll, 1995;
DiIulio, Garvey, and Kettl, 1993; Goodsell, 1993; Kettl, 1994; Nathan, 1995).
Although there have been many proponents and critics of NPM, as one of the first
individuals to question the emergence of the “reinventing movement,” which he viewed
as a separate entity of New Public Administration, and its influence on social equity,
Frederickson (1996) argued that “the results of reinventing government, so far, are shortrun increases in efficiency purchased at a likely long-range cost in administrative
capacity and social equity” (p. 263). Similarly, Jennings (2005) fears that reforms, such
as performance management can lead to issues of accountability in terms of public
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agencies and administrators’ acknowledgement of social equity. The results-based nature
of performance management muddies the waters because organizations are more
concerned with measuring outcomes, outputs, and productivity that social equity
concerns are given less attention (2005). By examining the Government Performance
and Results Act of 1993 (GPRA), which mandates all federal agencies to provide a
strategic plan that includes among many other features its performance plans and goals,
Jennings analyze the degree to which agency performance reports include elements of
social equity (e.g., race, ethnicity, gender, income, disability, and religion) (2005).
Results indicate that although there are some agencies, such as the Department of Health
and Human Services and Education that consider social equity matters in the
development of their performance management systems, more needs to be done to further
social equity objectives. Although, NPM is briefly discussed in this section in an
examination of social equity, it will not be integrated into the final research model on
Autism because it is only included as an example of the trends during the incorporation
of social equity. However, the theory of social equity will be integrated into the research
model by an examination of the disparities in state income, access, poverty level, and the
delivery of adequate services for children with Autism and other developmental
disabilities.
Five decades after the recognition of social equity as a core value in public
administration, has the reality and consequences of social injustice been rationally
understood? In public administration, does this concept fundamentally influence the
perception of public administrators and the way they make policy decisions between the
majority and minority (e.g., the equitable public administrator)? More importantly, has
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public administration really done enough to incorporate social equity, not only in its
administration, but also in its delivery of services, management, mission, decision
making, and policy? Frederickson (2005) argues that although “social equity has grown
in importance in public administration, Americans have become less equal in virtually all
aspects of social, economic, and political life” (p. 31). Other critics would argue that the
despair faced by the vulnerable minority of New Orleans and the impact on vulnerable
individuals, specifically individuals with Autism and other developmental disabilities,
during the current national health care crisis are evidence that the future of social equity
in public administration seems grim.
Vulnerable populations and the minority, because they are characterized as lesser
members of society are already at a disadvantage. Consequently, depending on whether
these constituents represent the majority or minority, in this case the minority, often
determines whether their preferences will be reasonably perceived by public servants,
who are theoretically, supposed to act in their favor (McCrone and Kuklinski, 1979).
Thus, analyzing the state’s decision to seek federal funding that will allow the states to
better meet the needs of vulnerable populations, such as individuals with Autism and
other developmental disabilities, provides the opportunity to examine whether the actions
of public servants are motivated by the desire to serve the public (e.g., health care reform
and promotion for the general public) or are their actions motivated by self-interest, such
as economic and political gain of the majority (i.e., the focus is on the economic/political
state culture and the administrative state culture that public servants operate within and
not the individual beliefs of the administrators). Specifically, it is an examination using a
state-culture conceptual framework (Lee and Donlan, 2009) of whether the culture of
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individual states influences state behaviors, decisions, and perceptions. The specific
variables that will be used to measure these aspects are discussed in detail in the
following section.
Measure of the Dependent and Independent Variables
The dependent variable that I will use to measure commitment to serving
vulnerable populations is the states’ decision to apply for a federally authorized grant, the
Autism and Developmental Disabilities Monitoring Network (ADDM). The CDC
provide funds with this grant to the states to monitor and track, in terms of surveillance,
the number of individuals with Autism and other developmental disabilities within the
state. Established through the Children’s Health Act of 2000 to expand research and
services for childhood health problems, the ADDM network also allows the state to
provide resources and services (e.g., special education programs, supports groups, and
behavioral therapists) for autistic children and their parents within their jurisdiction
(Morbidity and Mortality Weekly Report, 2007). This measure of the states that applied
for the ADDM network is important because although all states have children with
Autism and other developmental disabilities, not all states applied for the program.
The independent variables include aspects of the state’s political characteristics,
its structural administrative strengths, prevalence of Autism, and economic
characteristics. The state political variables include political party identification (i.e.,
governor and state legislature). The variables that examine the state’s structural
administrative strength include the Medicaid Home and Community Based Waiver,
Section 1915C (HCBS) (i.e., provides services for children who are eligible for Medicaid
and have been diagnosed with ASDs) and the number of state pediatricians. The variable
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that examines the prevalence of Autism includes the number of Autism among children
in special education in the state. The state economic variables include state spending on
children with Autism in special education, the percent of children living in poverty, and
state financial health (i.e., health care expenditures per capita). Several studies have
focused on the influence of funding as it relates to the implementation of state health care
programs/services and other factors, such as the political environment, greatest need of
the population, and advocacy efforts (Kane, Ladd and Nielson, 1998; Schneider and
Jacoby, 1996). Similarly, this study will examine some of the aforementioned factors;
however it extends the literature by not only examining state allocations, but also how
other specific characteristics of the states impact health care policy and programs. A
discussion of previous studies that have used these particular variables, aforementioned,
their theory behind using these variables, and why I decided to select the variables will be
discussed in detail in Chapter 4 (methodology).
Given the federal guidelines for the ADDM network, the optimal unit of analysis
is state-level, which is used here as a contextual variable in the analysis of individual
state level behavior (elected officials and bureaucrats), which is similar to how Erikson,
McIver, and Wright (1987) denote actions of state-level government in their study. More
specifically, all fifty (50) states were given an opportunity to apply for the ADDM
network and awards were disbursed based on the state’s ability to carry out the proper
monitoring and surveillance. I chose to focus on state level analysis for a variety of
reasons. One of the most important reasons is that state governments are the entities that
administer and assist in financing fundamental health care programs, such as Medicaid
and the State Child Health Insurance Program (SCHIP) for low income people (Sparer,
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2003). Although, Medicaid is a federal health care initiative, states have discretion in
supporting the needs of its citizens and through Medicaid some states have expanded
their institutional resources to respond to the needs of individuals with Autism and other
developmental disabilities (Centers for Medicare and Medicaid Services, 2009).
Furthermore, states are primarily responsible for ensuring that citizens have access to
adequate health care; specifically, as it relates to the ADDM network, states have power
and discretion to decide whether they will seek federal funds to administer the ADDM
network.
This research is particularly significant at this time because of the downward
spiral of the United States economy, specifically, the significance of the current national
health care crisis on vulnerable individuals in need of health care. As a result of major
budget cuts at many local health departments (LHDs) and state health departments
(SHDs), the health of many American citizens is in jeopardy, especially the most
vulnerable, the minority. It is the responsibility of these public agencies to provide more
adequate health care, protect the health of all citizens, and promote health care reform
(Meyer and Weiselberg, 2009; Luton, 1996). At a time when citizens’ health is critical
because demand of care exceeds supply, LHDs and SHDs have been forced to function in
an unstable environment because of a loss of federal funding, a reduction in staff and
personnel, and biased political perspectives for national health care reform (Meyer and
Weiselberg, 2009). Although health care is a public good and service that provides longterm benefits for the state by ensuring a healthy society (i.e., a stable workforce and a
more efficient long-term health system), there is an apparent discrepancy in the quality of
services provided. Even though the United States spends more per capita on health care
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than any other developed country, paradoxically, our health care system is failing in
comparison to health care systems in other industrialized countries (Kaiser Family
Foundation, 2007; Luton 1996). For example, the United States is still plagued by issues,
such as a high infant mortality rate and inadequate care for children with developmental
disabilities, such as Autism (Kaiser Family Foundation, 2011). Thus, without sufficient
funding and national health care reform to benefit all citizens, not just the majority, the
United States health care system will continue to struggle, not only to provide health care
to the general public, but to minority populations (Fiscella, 2011). Consequently, with an
increase in the number of children diagnosed with ASDs and other developmental
disabilities, along with increasing budget cuts for LHDs and SHDs, there will be a lack of
preventative services and resources for this vulnerable population (Meyer and
Weiselberg, 2009).
However, as a result of the current presidential policy, focus on health care
reform, along with increasing federal efforts for health promotion and prevention for
children with ASDs, federal funding agencies, such as the Centers for Disease Control
and Prevention (CDC) have recently funded several new initiatives (Rimmer, 1999). The
goal of the new initiatives is to establish a higher quality of health care and to examine
the health care needs of people with disabilities, such as the Autism and Developmental
Disabilities Monitoring Network (ADDM) (Rimmer, 1999).
In the next section, an in-depth discussion of the ADDM network will be
presented in Chapter 3 in order to draw the connection between the role of state health
care agencies, public servants’ influence, and health care programs and incorporate social
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equity to meet the needs of the vulnerable or the minority population (e.g., children with
Autism and other developmental disabilities).
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CHAPTER III
THE AUTISM AND DEVELOPMENTAL DISABILITIES MONITORING NETWORK

What is the ADDM Network?
The ADDM network is a collaboration of state-administered programs in which
the Centers for Disease Control and Prevention (CDC) provides funds to the states to
monitor and track, in terms of surveillance, the number of children with Autism and other
developmental disabilities within the state (Community Report from the ADDM
Network, 2007). These programs include the Metropolitan Atlanta Developmental
Disabilities Surveillance Program (MADDSP) and the Centers for Autism and
Developmental Disabilities Research and Epidemiology (CADDRE), which
works in conjunction with the Study to Explore Early Development (SEED); a brief
discussion of these programs will be presented. The goal of the ADDM network is to
(Community Report from ADDM Network, 2007, p. 9):
 To obtain as complete a count as possible of the number of children with
an ASD in each project area
 To report comparable, population-based ASD prevalence estimates from
different sites and to determine if these rates are changing over time
 To study whether Autism is more common is some groups of children than
in others (i.e., identify differences in how ASDs affect various races,
ethnicities, and genders)
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 To provide data to characterize the ASD population
Specifically, the states/sites “collect data using the same surveillance methods,
which are modeled after CDC’s Metropolitan Atlanta Developmental Disabilities
Surveillance Program” (MADDSP). The MADDSP is a population-based study
conducted in Atlanta in 2000, which monitored the number of school-aged children with
developmental disabilities (Centers for Disease Control and Prevention, 2010, p. 1;
National Center on Birth Defects and Developmental Disabilities, 2006). Four years
earlier (1996), a similar study was conducted to examine the number of children, 3 to 10
years old, with Autism in a five county metropolitan area in Atlanta, Georgia based on
their ASD diagnosis and screening that worked in conjunction with the MADDSP study
(Yeargin-Allsopp et al., 2003).
Data from special education categories, screening records, and medical records
were examined in order to adequately study the trends. The research indicates there was
an increase in the number of children with Autism in the Atlanta metropolitan area in
1996 because “nine-hundred and eighty-seven of the 289,456 children ages 3 to 10 years
in the metropolitan Atlanta area were identified as having Autism, a rate of 3.4 per 1000
children (95% CI= 3.2-3.6)” 1 (Yeargin-Allsopp et al., 2003, p. 51). The findings also
revealed that males were more likely to have Autism compared to females and that there
is no difference for children with Autism who are white males/females, compared to

1

The authors used the Poisson distribution to calculate 95% confidence intervals (CIs) for prevalence rates,
adopted from Selvin S. (1996). Statistical Power and Sample-Size Calculations. Statistical Analysis of
Epidemiologic Data. 2nd Ed. New York, NY: Oxford University Press.
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black males/females (2003). 2 In addition to monitoring the number of children with
Autism, the ADDM network also allows the states to provide educational and medical
resources (e.g., behavioral psychologists, therapists, special education programs, and
support groups) to children with Autism and other developmental disabilities (Morbidity
and Mortality Weekly Report, 2007).
The Centers for Autism and Developmental Disabilities Research and
Epidemiology (CADDRE) is a program that monitors the number of children with
Autism and other developmental disabilities from a regional perspective (Centers for
Disease Control and Prevention: CADDRE, 2010). The goals of the CADDRE network
include (p.2):
 “Work with the ADDM Network to monitor the number of children with
ASDs and other developmental disabilities.
 Improve community and service provider awareness of ASDs and other
developmental disabilities, or improve access of children with ASDs and
other developmental disabilities to comprehensive, community-based,
family-centered care.
 Conduct epidemiologic research related to ASDs and other developmental
disabilities. These studies addressed topics such as what factors (genetic,
environment, and others) make it more likely that a child will have an

2

The authors’ overall findings revealed that the rate of Autism indicated in their study was higher than the
rates from other studies conducted in the United States during the 1980s and 1990s; however, their rates
were consistent with those of more recent studies.
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ASD, what other disabilities children with ASDs have, biomarkers, and
the economic costs of ASDs.”
Besides working in collaboration with the ADDM network, improving societal
awareness (e.g., comprehensive-based care) about ASDs and other developmental
disabilities, and epidemiological research, CADDRE has also worked to build the Study
to Explore Early Development (SEED). SEED is a study that focuses on understanding
the factors (e.g., physical, behavioral, genetics, health conditions, pre-natal development)
that are associated or related to a child being diagnosed with an ASD (in comparison to
children with typical development). Because there is no known cure or cause for Autism,
the SEED study recognizes that by possibly understanding the factors that might make a
child at risk or more likely to develop an ASD, that potential causes of ASDs can be
identified.
Currently, there are six states/sites in which the SEED study is being conducted,
including California, Colorado, Georgia, Maryland, North Carolina, and Pennsylvania.
Specifically, the study includes approximately 2,700 “children with ASDs, children with
other developmental disabilities, and children with typical development, ages 2-5 years.”
(CDC SEED, 2010, p.1) By comparing children with ASDs to children with normal
development, the study hopes to find clues that will “open the window” to understand the
relationship between children diagnosed with ASDs and other health problems.
The ADDM network was established in 2000 and included funding for up to 16
sites/states: 1) Alabama, 2) Arizona, 3) Colorado, 4) Florida, 5) Georgia (where the CDC
is located), 6) Maryland, 7) Missouri, 8) North Carolina, 9) Pennsylvania, 10) South
Carolina,

11) Wisconsin, 12) Arkansas, 13) California, 14) New Jersey, 15) Utah, and
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16) West Virginia. In 2000 the CDC funded six states (Arizona, Georgia, Maryland, New
Jersey, South Carolina, and West Virginia) that participated in the ADDM program. In
2002, 14 states participated in the ADDM network (Alabama, Arizona, Arkansas,
Colorado, Maryland, Missouri, New Jersey, North Carolina, Pennsylvania, South
Carolina, Utah, West Virginia, Wisconsin and Georgia (where the CDC is located and is
the agency that provides the funds to administer the ADDM network) participated as the
14th state (Community Report from the ADDM Network, 2007; Centers for Disease
Control and Prevention, 2008). In 2004, eight states participated in the ADDM network
(Alabama, Arizona, Georgia (CDC), Maryland, Missouri, North Carolina, South
Carolina, and Wisconsin). In 2006, 11 states participated in the ADDM network
(Alabama, Arizona, Colorado, Florida, Georgia (CDC), Maryland, Missouri, North
Carolina, Pennsylvania, South Carolina, and Wisconsin) (2007).
Based on the federal guidelines, the states received funds to administer the
ADDM network through a competitive grant application process. The states were chosen
based on the CDC’s available budget and on the state’s ability to carry out the proper
monitoring techniques, by either working as a representative with health and education
agencies in the state (e.g., Department of Health and Education), universities, or other
health care agencies to conduct the public health research (Centers for Disease Control
and Prevention, 2008). For example, Mississippi applied for the ADDM network in
2006, was approved, but no funds were provided to the state to administer an ADDM
network due to a limited amount of federal fiscal funds available to the CDC. As a result,
the Mississippi state legislature created an Autism Task Force (during the 2006 session).
Although, there were no monetary incentives attached to creating the task force, the
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objective of the team was to collect specific information about Autism in Mississippi in
order to bring statewide awareness about the disorder and about the benefits of the state
adopting a program similar to the ADDM network to monitor the number of children
with Autism. Furthermore, not only did the state create an Autism Task Force, but the
Mississippi Department of Mental Health established an Autism Division, capable of
conducting pervasive developmental disorder (PDD) screening techniques as part of the
early periodic screening, diagnostic, and treatment (EPSDT) method for children with
Autism through Medicaid funding in the state (Department of Health Data and Research,
2008). Thus, these new measures were initiatives to prove the state’s ability to carry out
the proper monitoring techniques in order for Mississippi to be considered for selection in
the next ADDM grant cycle.
The traditional techniques (e.g., special education records and ASD diagnosis), as
presented in Yeargin-Allsopp et al. 2003 study, to monitor and track the number of
children with Autism and other developmental disabilities, are no longer the only
methods used. For example, states that administer the ADDM network do not rely
principally on a “child’s previous ASD diagnosis or special education eligibility category
to classify a child as a case or suspected case of ASD,” but rather on more accurate
diagnosis data, patient records, and surveys (Community Report from the ADDM
Network, 2007, p. 9). Specifically, the ADDM sites examine a large enough population
of 8 year-olds that includes individuals with Autism and the resources that the ADDM
sites use to monitor and track the number of 8 year-olds with ASDs includes “screening
records at multiple sources that educate, diagnose, treat, and provide services… and
abstracting detailed behavioral data on potential case children” (Community Report from
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the ADDM Network, 2007, p. 10). Finally, a team of experts (clinicians and physicians),
trained to identify ASDs, are hired to review and provide a comprehensive analysis of the
information based on the diagnosis guidelines and criteria established by the Diagnostic
and Statistical Manual, Fourth Edition, Text Revision for Autism (DSM-IV-TR)
(Community Report from ADDM Network, 2007).
However, since the early 1990s, the increase or prevalence, defined as the number
of identified cases of a population of individuals with a specific disease/disorder over a
selected period of time, in the number of children with ASDs has been an issue of major
concern (Community Report of ADDM Network, 2007). Many individuals criticized
whether the sheer numbers were accurate and whether the prevalence rates had been
comprehensively examined (King and Bearman, 2009; Community Report of ADDM
Network, 2007). For example, “since the early 1990s, special education programs have
been required to report how many children receive services for an ASD. From 1994 to
2005, the number of children ages 6-21 years receiving services for Autism increased
from 22,664 to 193,637 (3,4)” (Community Report from the ADDM Network, 2007, p.
5). Nonetheless, these numbers are not as reliable as expected because they do not
include all children with ASDs (i.e., children with ASDs who are not in special education
programs provided through public education, but receive one-on-one treatment from
outside physicians) and these numbers might be overestimated “because some children
receive special education for a particular need, and not for a classification of Autism”
(Community Report from the ADDM Network, 2007, p. 5).
In addition, many of the physicians’ self-reported diagnostic techniques have
created an element of bias because often physicians overestimate or underestimate their
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diagnostic findings. For instance, changes in diagnostic practices/methods, simple
physician error, along with the changes in the measures of identifying and classifying
ASDS have all contributed to this phenomenon, which has affected whether there has
been a “true increase in the number of people who have Autism and other related
disorders” (Community Report from ADDM Network, 2007, p. 5; King and Bearman,
2009). Thus, the federal and state governments’ efforts through the establishment of the
ADDM network’s surveillance techniques have possibly assisted in further accurately
determining whether the number of children with Autism and other developmental
disabilities is increasing, decreasing, or has stabilized over time.
Why was the ADDM Network Established?
The specific Congressional legislation that focuses on Autism is the Children’s
Health Act of 2000, also known as Public Law 106-310, and was signed by President Bill
Clinton (October 16, 2000). It expanded research and services for childhood health
problems, including autism (Center for Disease Control and Prevention/Congressional
Activities, 2009). The Children’s Health Act of 2000 established the National Center on
Birth Defects and Developmental Disabilities (NCBDDD) at the Centers for Disease
Control and Prevention (Centers for Disease Control and Prevention, 2009). The act
authorized the CDC and the National Institutes of Health (NIH) to establish “Centers of
Excellence,” to promote research and monitoring/tracking efforts in terms of the causes,
diagnosis, early detection, prevention, intervention, and treatment of Autism within the
states (2009). The ADDM network was considered one of the “centers of excellence.”
Furthermore, as a result of the $35 billion per year societal costs of Autism, accurate
prevalence data from the ADDM studies would not only assist in identifying this
41

vulnerable population, but help in providing better economic management of future
funding resources (e.g., education, health care providers and therapies) needed to support
these vulnerable individuals (Community Report from the ADDM Network, 2007).
Along with establishing several “centers of excellence” through the Children’s Health
Act of 2000 for childhood disabilities, another facet of President Clinton’s efforts in 2000
was the enactment of the Developmental Disabilities Act of 2000. The focus of the act
was to guarantee that individuals with developmental disabilities had access to services
and that their families also received support (Centers for Disease Control and PreventionCongressional Activities, 2009). Through the act “federal funds support the development
and operation of state councils, protection and advocacy systems, university centers, and
projects of national significance” (Centers for Disease Control and PreventionCongressional Activities, 2009, p. 2). Furthermore, the goal of the act was to “assure that
individuals with developmental disabilities and their families participate in the design of
and have access to culturally competent services, support, and other assistance and
opportunities that promote independence, productivity, integration, and inclusion into the
community” (Maryland Developmental Disabilities Council, 2006, p. 1). Thus, the
Developmental Disabilities Act of 2000 was fundamental during the establishment of the
Children’s Health Act because as individuals who personally experience the effects of
their child’s disability, parents can provide greater insight into more comprehensive plans
for designing services and treatment.
Now, from the perspective of these statutes, the federal government appears to be
endorsing neutral and equal policy, especially through the ADDM network, to ensure that
the states have funding for children with Autism and other developmental disabilities.
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However, based on Rawls’ notion of the basic structure of society as advancing equal
opportunity (rights) for everyone and having an ethically neutral legal order (justice),
there is an underlying problem in the administration of the ADDM network (Rawls,
2003). Currently, there are only 12 states (Alabama, Arizona, Arkansas, Colorado,
Georgia, Maryland, Missouri, New Jersey, North Carolina, South Carolina, Utah, and
Wisconsin) in the United States that receive federal funds from the CDC to administer
their state ADDM network. Many of the states that receive funds to administer the
ADDM network have a smaller number of children with Autism, compared to the states
that have a higher number of children with ASDs, but do not receive funding to
administer an ADDM network. For example, in 2006-2007, Alabama had 2,373 (2.67%)
of children between the ages of 3-21 with Autism in special education programs,
compared to Tennessee that had 3,362 (2.8%) of children, but Tennessee did not receive
federal funding although the state had a higher percentage of children with Autism (State
Autism Profiles, 2008). In theory, this intergovernmental relationship between the
national government and the states in administering the ADDM network is an aspect of
proactive government. However, the government’s role in the establishment of this
funding policy brings up the ethical issue of social equity in the distribution of state
health care for Autism and other developmental disabilities. For example, some scholars
criticize governmental grant programs, such as the ADDM network, as a means of
undermining social equity because competitive grant contracts, instead of meeting the
policy need and policy response of the individuals with the greatest needs, focus more on
“ensuring accountability over the distribution of program funds” (Collins and Gerber,
2008, p. 1128). Thus, the authors state that “policy makers and managers can design
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institutional arrangements that utilize competition, but in a manner that does not create a
bias against more socially equitable funding decisions” (Collins and Gerber, 2008, p.
1128).
Furthermore, based on the studies that were conducted in 2000 and 2002, (refer to
next page), there is variation among the states, in the number of children with ASDs, that
have administered the ADDM network in 2000 (e.g., Arizona, Georgia, Maryland, New
Jersey, South Carolina, and West Virginia) and in 2002 (e.g., Alabama, Arizona,
Arkansas, Colorado, Georgia, Missouri, New Jersey, North Carolina, Pennsylvania,
South Carolina, Utah, West Virginia, and Wisconsin). For example, although there was a
drastic increase (39%) in the number of children with ASDs from 2000 to 2002 in West
Virginia, there was only a small percentage of 8-year-old children with ASDs receiving
special education services through the ADDM network in 2002, compared to 61% of
children with ASDs in Maryland and 97% of children with ASDs in New Jersey who
were receiving special education services through the ADDM network in 2002 (MMWR,
2007; Community Report from the ADDM Network, 2007).
State by State Analysis of ADDM Network (2000, 2002, 2004, and 2006)
As mentioned, the ADDM Network are state programs funded by the CDC to
track and monitor the number of children with Autism and other developmental
disabilities within the states in order to understand the causes and diagnosis of ASDs.
Based on the ADDM network’s prevalence rate of the number of 8-year-old children 3
identified with ASDs in six states (e.g., Arizona, Georgia, Maryland, New Jersey, South

3

The population of 8-year-olds across the six state study areas was 187,761.
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Carolina, and West Virginia), in 2000 there were 1,252 8-year-old children “identified”
with an ASD (Community Report from the ADDM Network, 2000, p. 12; Community
Report from the ADDM Network, 2007, p. 5). In terms of the gender breakdown, in
2000 the prevalence ratio ranged from 6.6 to 14.8 per 1,000 of 8 year-old boys with
ASDs, compared to a prevalence ratio of 2.0 to 4.3 per 1,000 of 8 year-old girls in the six
states 4. In terms of race, in 2000 the ratio ranged from 4.5 to 11.3 per 1,000 of 8 year-old
White children with ASDs, compared to a range of 5.3 to 10.6 per 1,000 of 8 year-old
African American children with ASDs in the six states (Community Report from the
ADDM Network, 2007). Thus, other ethnic groups, such as Hispanics, were not included
in the 2000 ADDM prevalence study of ASDs because there was not a large enough
population of Hispanics in the targeted study area.
However, in 2002, the number of children “identified” with an ASD in the six
states was 2,685 (increase of 1,433 children identified with ASDs). In terms of the
gender breakdown, the ratio ranged from 5.0 to 16.8 per 1,000 of 8 year-old boys with
ASDs, compared to range of 1.4 to 3.1 per 1,000 of 8 year-old girls in the six states
(Community Report from the ADDM Network, 2007). As indicated, there was a
decrease in the number of girls identified with ASDs from 2000 to 2002 (from 2.0-4.3 to
1.4-3.1 per 1,000 8 year-old girls) (Community Report from the ADDM Network, 2007).
In terms of race in the 2002 ADDM study, the ratio ranged from 3.3 to 12.5 per 1,000 of
8 year-old White children with ASDs, 3.4 to 7.7 per 1,000 of 8 year-old African

4

Arizona, Georgia, Maryland, New Jersey, South Carolina, and West Virginia. “Prevalence” was based on
period prevalence estimates/rates [95% confidence intervals (CIs), Poisson distribution] of 8 year old
children with ASDs who resided in the respective surveillance states during 2000.
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American children with ASDs, and from 0.3 to 9.7 per 1,000 of 8 year-old Hispanic
children with ASDs (Community Report from the ADDM Network, 2007).
Based on the ADDM network’s (i.e., state programs to track and monitor the
number of children with ASDs) prevalence rate of the number of children identified with
ASDs in the six states, aforementioned, the results indicate that in 2004 there were 1,376
8 year-old children with ASDs (approximately 1 in 125 children) (Community Report
from the ADDM Network, 2007). In terms of the prevalence ratio difference between
boy and girls with ASDs in the six states in 2004, the ratio ranged from 8.9 to 15.8 per
1,000 8 year-old boys with ASDs, compared to a 1.5 to 3.7 per 1,000 ratio of 8 year-old
girls with ASDs. In terms of the prevalence ratio difference between races in the six
states in 2004, the ratio ranged from 9.7 per 1,000 of 8 year-old White children with
ASDs, 6.9 per 1,000 of 8 year-old African American children with ASDs, 6.2 per 1,000
of 8 year-old Hispanic children with ASDs, and from 4.3 to 12.3 per 1,000 of 8 year-old
Asian children with ASDs (Community Report from the ADDM Network, 2007).
However, in 2006, the number of children identified with ASDs in the six states was
2,757 (increase of 1,381 children identified with ASDs) (approximately 1 in 110
children). In terms of the prevalence ratio difference between boys and girls with ASDs
in the six states in 2006, the ratio ranged from 7.3 to 19.3 per 1,000 8 year-old boys with
ASDs, compared to 1.0 to 4.9 per 1,000 of 8 year-old girls with ASDs (Community
Report from the ADDM Network, 2007). In terms of the prevalence ratio difference
between the races in the six states in 2006, the ratio ranged from 9.9 per 1,000 of 8 yearold White children with ASDs, 7.2 per 1,000 of 8 year-old African American children
with ASDs, 5.9 per 1,000 of 8 year-old Hispanic children with ASDs, and 1.0 to 16.2 per
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1,000 of 8 year-old Asian children with ASDs (Community Report from the ADDM
Network, 2007). Thus, with a large enough sample of the population in the targeted area,
both Hispanic and Asian 8 year-old children identified with ASDs were included in the
2004 and 2006 ADDM studies (Community Report from the ADDM Network, 2007).
Also, as shown, the number of 8 year-old children with ASDs across all racial groups,
except Hispanic children, increased from 2004 to 2006.
The following chart shows only the ADDM data for the states with the highest
number of children with ASDs in 2000, 2002, 2004, and 2006 (based on the cumulative
information documented by the ADDM network). Additional state-by-state data is
provided in Appendix A.
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Table 1

Year

2000

2002

2004

2006

State ADDM network data of children with ASDs in 2000, 2002, 2004, and
2006
State

8 Yr. Olds

Boys

Girls

White

Black

Hispanic

Asian

with ASD

per 1,000

per 1,000

per 1,000

per 1,000

per 1,000

per 1,000

Arizona

295

9.7

3.2

8.6

7.3

N/A

N/A

Georgia

285

11.0

2.0

7.9

5.3

N/A

N/A

New Jersey

295

14.8

4.3

11.3

10.6

N/A

N/A

South Carolina

155

7.9

3.1

6.5

5.8

N/A

N/A

Arizona

280

10.1

2.2

7.7

6.3

3.4

N/A

Arkansas

215

10.7

2.9

7.4

5.8

2.9

N/A

Georgia

337

12.4

2.6

8.9

6.8

4.6

N/A

New Jersey

316

16.8

4.0

12.5

7.7

9.7

N/A

Georgia

401

14.1

3.6

9.7

7.9

6.4

8.1

Maryland

185

14.1

3.2

7.4

12.8

8.8

12.3

Missouri

221

13.5

2.8

8.7

3.2

5.5

4.3

North Carolina

176

14.8

2.4

8.6

9.0

6.8

5.3

Arizona

504

18.9

4.9

14.8

12.9

8.3

16.2

Georgia

474

16.6

3.4

12.0

9.5

4.8

7.8

Missouri

321

19.3

4.7

13.7

5.1

2.6

7.8

Wisconsin

257

12.7

2.3

8.5

3.6

1.7

5.8

In conclusion, the ADDM network provides a better understanding of the
prevalence of ASDs, the affect of ASDs among various subgroups (e.g., race and gender),
and is an avenue to identify the population of children with ASDs in the United States.
This knowledge could be further expanded if the ADDM network is a nationally
representative sample of the United States. Thus, funds and services would be provided
to all states to monitor and track ASD rates, which have the potential to reveal even
greater trends about the population-based prevalence of children with ASDs and other
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developmental disabilities in the United States. Furthermore, a national study could be
expanded to an international study, in terms of increasing awareness about ASDs in other
countries. For example, during my recent travel to Dubai in the United Arab Emirates
(UAE), research was conducted on the differences between the culture, social
development, economy, and policies’ impact of the social acceptance of children with
Autism and other developmental disabilities in the Middle East, compared to these
factors in the United States. Consequently, because health and health care issues, such as
childhood disabilities, have only recently gained momentum in the Middle East, children
with Autism and their families are stigmatized and are characterized as a vulnerable
population (Simeonsson et al., 2003). Furthermore, the “disproportionate prevalence of
disability in developing countries (like the Middle East) and the fact that children
constitute the largest percentage of those with functional and developmental limitations,
emphasizes the need for universal measures” (Simeonsson et al., p. 603). However,
despite a lack of understanding and awareness about Autism and other developmental
disabilities in many Middle Eastern countries, non-profit organizations, such as the Dubai
Autism Center (DAC), established in 2001, are working towards creating a greater
understanding about Autism and other developmental disabilities in the unique Muslim
society/culture.
The secondary Autism data from the Middle East that was analyzed indicate that
societal acceptance and understanding about Autism and other developmental disorders is
influenced by the cultural beliefs and traditions, health care policy, economic resources,
and the health care system in the Middle East. Similarly, the infrastructure of the health
care system, available financial resources, and federal programs influence health care
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policy for Autism and other developmental disabilities in the United States. As a result
of technological advancements, current epidemiological studies, and a better
understanding of the characteristics of Autism, non-Western societies like the UAE can
benefit from national efforts in the United Stats, such as the ADDM network, in fighting
the global Autism epidemic.
In the following section, there will be a discussion of various state variables to
assist in better understanding what influences a states’ decision to apply for a federally
authorized grant, the Autism and Developmental Disabilities Monitoring Network
(ADDM) and whether the existence of certain state variables may be more advantageous
than others for states in providing adequate access to health care and meeting the needs of
individuals with Autism and other developmental disabilities. In addition, the following
section will present a visual model of the relationship between the dependent and
independent variables, discuss the research methodology, define and discuss the
significance of each state variable, and present the relevant hypothesis.
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CHAPTER IV
METHODOLOGY AND HYPOTHESES

This study examines state variations in health care services and treatment for
children with Autism and other developmental disabilities across the fifty states through
the establishment of a federal health care program. The federal program is referred to as
the Autism and Developmental Disabilities Monitoring Network (ADDM) in which the
Centers for Disease Control and Prevention (CDC) provides funds to the states to monitor
and track, in terms of surveillance, the number of children with Autism and other
developmental disabilities. The purpose of this study is, first, to understand the
differences between the states in the implementation of the ADDM network and, second,
to determine what state factors (e.g., political, administrative, prevalence of Autism, and
economic) influence the likelihood of a state applying for the ADDM network.
Furthermore, the purpose of this study is to consider the potential impact of the various
state characteristics (e.g., political, administrative, prevalence of Autism, and economic)
and understand what factors might contribute to such differences
The following model is a graphic representation of the dependent and independent
variables that will be tested using quantitative analysis techniques. Specifically, STATA
is the quantitative analysis technique that will be utilized to analyze the data. STATA is
a statistical regression data analysis software that combines statistics, graphics, and data
management. Regression analysis was chosen to conduct the study because it identifies
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the effect of each of the independent variables on the dependent variable, while
controlling for other variables in the analysis. Specifically, logistic regression was
chosen to conduct the study because the dependent variable is binary.
I conducted a telephone interview with Dr. Temple Grandin on February 23,
2012. Dr. Grandin is a professor at Colorado State University. As a result of her
renowned authorship, advocacy for Autism, and bestselling work, an HBO film, entitled
Temple Grandin, was produced and won an Emmy in 2009. Thus, the telephone
interview with Dr. Temple Grandin provided an in-depth look into the personal life
experiences of an individual with Autism. (See Appendix B for the interview questions.)

Figure 1

Dependent and Independent Variables

Many of these variables have been identified as relevant factors in health care
spending studies (Koven and Mausolff, 2002; Hager and Talbert, 2000; Blais, Blake, and
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Dion, 1993). However, they have not been included specifically in studies of Autism.
By expanding or linking them to Autism, we will better understand how states are
meeting the health care needs of vulnerable populations (i.e., children with Autism and
other developmental disabilities). I begin with a discussion of the dependent variable,
followed by an in-depth discussion of the political variable, political party identification.
Dependent Variable
State Decision to Apply for the ADDM network
The dependent variable is states’ decision to apply for the Autism and
Developmental Disabilities Monitoring Network (ADDM). As previously mentioned in
Chapter 3, the ADDM network was established in 2000 and provides funds to the states
to monitor and track the number of children with Autism and other developmental
disabilities within the state on a four year cycle (2000, 2004, and 2008); however, states
can reapply for the ADDM network grant every two years. In addition, the states
received funds to administer the ADDM network through a competitive grant application
process. The states were chosen based on the CDC’s available budget and on the state’s
ability to carry out the proper monitoring techniques, by either working as a
representative with health and education agencies in the state (e.g., Department of Health
and Education), universities, or other health care agencies to conduct the public health
research (CDC, 2008).
States that have the ADDM are coded as 1. All other states are coded as 0.
Relevant information for the dependent variable was obtained from publicly available
public policy information from government officials (e.g., state). Specifically, emails
will be sent to executive directors, program directors, managers, and/or personnel within
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various state agencies in the Department of Health and Human Services and the
Department of Education. The email will reference the Autism and Developmental
Disabilities Monitoring Network (ADDM). The problem that will be investigated is to
determine which states made the decision to apply for the ADDM network in 2000, 2004,
and 2008. See the chart below for the states that made the decision to apply for the
ADDM network in 2000, 2004, and 2008. (See Appendix A for a state-by-state analysis
of some of the states that applied for ADDM network in the perspective years 2000,
2002, 2004 and 2006; however, for this dissertation research the significant years that are
presented in Appendix A include 2000 and 2004).
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Table 2

Year

2000

States that applied for the ADDM network in 2000, 2004, and 2008

State

Year

State

Year

State

Arizona

Alabama

Alabama

Georgia

Arizona

Arizona

Maryland

2004

Georgia

2008

Arkansas

New Jersey

Maryland

Colorado

South Carolina

Missouri

Florida

West Virginia

New York

Georgia

North Carolina

Maryland

South Carolina

Missouri

Wisconsin

New York
North Carolina
Pennsylvania
South Carolina
Utah
Wisconsin

Independent Variables
Political Variable
Political Party Identification (Partisanship)
States are often controlled and characterized by political partisanship, which is
apparent by the political party orientation of the state legislature (e.g., House of
Representatives and the Senate) (Berry, Ringquist, Fordings, and Hanson, 1998).
Although several studies indicate that the governor is a very influential player in state
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decision making (e.g., budget, policy, etc.), his or her decision-making is limited largely
by the political party affiliation of the various members within the state legislature
(Abney and Lauth, 1987; Rosenthal, 1998). Thus, without the support of members of the
state legislature, the governor’s policies are often stifled. For example, former Missouri
Governor Bob Holden (D-MO) experienced partisan conflict during his term in office
(2001-2005) when he attempted to stabilize the economy by proposing a national
Medicaid reform bill that would provide a broader and more efficient Medicaid program
in the state of Missouri. Furthermore, Governor Holden also proposed increasing funding
for education for a more comprehensive educational system in the state. However, the
Republican controlled state legislature did not support the Medicaid bill and even refused
additional funding for education (http://www.holdenpolicyforum.org, 2012 or
http://www.webster.edu/holdenppf/biography.htm, 2012).
As illustrated, the conflict surrounding political partisanship among Democrats
and Republicans is further exacerbated when it comes to social issues, such as education
and health care. There are several studies that examine how Democrats are traditionally
more supportive of domestic social spending (Eismeier, 1982; Welch, Gruhl, Comer, and
Rigdon, 2009; Ladd and Hadley, 1973). For example, in 1997 Hillary Rodman Clinton,
after the declining public support of President’s Bill Clinton health care reform plan in
1993 (Laham, 1996), developed a new health care reform initiative (i.e., State Children’s
Health Insurance Plan, SCHIP) (Owcharenko, 2007). Later referred to as the Children’s
Health Insurance Program (CHIP), the federal program is designed to provide funds to
states in order to offer health care insurance for children in “lower income working
families at or below 200 percent of the federal poverty level (FPL)” (Owcharenko, 2007,
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p. 2; Oberlander, 2002). Basically, the CHIP program covers uninsured children who are
considered low-income, but whose family income is too high to qualify for Medicaid.
Similarly, President Barack Obama’s health care initiative to expand health care coverage
and insurance in an attempt to fix the broken United States health care system is another
example of Democrat’s firm support for social welfare issues, such as health care
(Oberlander, 2009).
This study examines whether a state’s political party identification (e.g.,
Democrat or Republican) influences the likelihood of the state applying for the ADDM
network. More specifically, Democratic states are selected because this Party has
traditionally supported social welfare issues, such as health care (Brewer and Stonecash,
2001; Aldrich, 1995; Abramowitz, 1994). For example, some previous studies that
focused on the impact of political party and health care includes Lerner (2009) (i.e.,
conflict between political parties and health insurance) and Lee and Donlan (2009) (i.e.,
political party control and Medicaid expenditures). For example, Lee and Donlan (2009)
measure the impact of political party identification on health care by examining the
voting trends of state political officials. Specifically, the author divides voting patterns
into three distinct categories: 1) the political party affiliation of the governor; 2) the
majority of party control in the senate; 3) the majority of party control of the assembly;
and 4) whether the majority of voters in the state voted for a democratic or Republican
presidential candidate in 2004 (Lee and Donlan, p. 132).
Lee and Donlan’s (2009) study, examining whether the majority of voters in a
state voted for a Democratic or Republican presidential candidate, is an effective
standardized indicator for identifying state political party identification, since the
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researchers are focusing on one particular year. However, for the purpose of this research
in which various years will be considered, political party identification will be
determined by examining the state legislator (i.e., each state’s Democratic and
Republican representation in the House and Senate) in 2000, 2004, and 2008. Various
years will be considered to decrease the likelihood that the outcome is not the result of
state variation in a specific year (Koven and Mausolff, 2002). Based on the
abovementioned facts, the following hypothesis is tested:
H1(a): States with a Democratic governor are more likely to apply for the ADDM
network, compared to states with a Republican governor.
H1(b): States with a Democratic-controlled legislature are more likely to apply
for the ADDM network, compared to states with a Republican-controlled
legislature.
Democratic states are coded as 1 and labeled as Democratic-controlled states
(e.g., based on whether the majority of House and Senate seats are occupied by
Democrats). All other states are coded as 0. Relevant information will be obtained from
the polidata website (http:/www.polidata.org), which provides information about political
party control in terms of the governor, House, and Senate for all fifty states in 2000,
2004, and 2008.
Structural Administrative Strength Variables
Medicaid Home and Community Based Service Waiver (HCBS), Section 1915C
As an extension of the services available through Medicaid, which is the primary
health care initiative in the United States that provides services and resources to low
income individuals, the Medicaid Home and Community Based Service (HCBS) waiver,
Section 1915C plays a valuable role in health care. Accordingly, there are many types of
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Medicaid HCBS waivers in which individuals are eligible based on their financial status
and the state’s health care criteria (Weil, 2003). However, this study focuses on the
Medicaid HCBS (e.g., Autism-specific) waiver, which provides services for children who
are eligible for Medicaid, but who have been diagnosed with Autism Spectrum Disorders
(ASDs) (Autism Division of the Department of Mental Retardation /Autism Waiver
Program Overview, 2008). Some of the services that the Autism-specific waiver
provides include specialty care, supported employment, family training and support
services, and therapeutic/behavioral treatment for children with Autism and other
developmental disabilities (Medicaid Home and Community-Based Services Waiver for
Children with Autism Spectrum Disorder Fact Sheet, 2007). The Medicaid HBCS
(Autism-specific) waiver was initiated on September 1, 2000 by the Federal Centers for
Medicare and Medicaid Services (CMS). Thus, through the implementation of the
Autism-specific waiver, Medicaid provide and cover services that are not normally
offered to the general public, but to a target population of vulnerable individuals.
There have been several previous studies that have discussed the Medicaid HCBS
(Autism-specific) waiver as a significant health care initiative (Steuernagel, 2005;
Harrington, Carrillo, Wellin, Miller, and LeBlanc, 2000). For example, Steuernagel
(2005) denotes that the Autism-specific waiver serves as an early intervention and
prevention alternative for children with ASDs. Specifically, the author indicates that
“states are attracted to waivers (HCBS) and their potential cost saving because states can
limit the number of individuals served by waivers; under the regular Medicaid program,
in contrast, states must serve all who are eligible” (Steuernagel, 2005, p. 144).
Furthermore, as a result of increasing Medicaid expenditures and recent state budget
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cuts/deficits infringing on many of the states’ ability to provide long-term care (LTC)
(Kitchener Ng, Miller and Harrington, 2005; Mandell, Cao, Ittenbach, and Pinto-Martin,
2006), the Medicaid HCBS waiver is a significant health care initiative because “many
view home and community based services to be more cost effective” (Miller, Ramsland,
Goldstein, and Harrington, 2001, p. 101). Given these circumstances, states are
identifying more efficient and effective ways to transform their efforts in providing LTC
for individuals with ASDs through the Medicaid (Autism-specific) waiver (Miller et al.,
2001). For example, in Mississippi in 2006, the Medicaid HCBS (Autism-specific)
waiver covered 1,818 individuals diagnosed with mental retardation (MR) and
developmental disabilities (DD) and the state spent $20,090 per person for individuals
diagnosed with MR/DD; however, the state did not provide the waiver specifically for
children with Autism. (Kaiser Family Foundation, Medicaid Home and Community
Based Service Programs: Data Update, 2009). Similarly, in Alabama in 2006, the
Medicaid HCBS (Autism-specific) waiver covered 5,325 individuals diagnosed with MR
and DD and the state spent $39,601 per person for individuals diagnosed with MR and
DD, but the waiver did not cover children with Autism (Kaiser Family Foundation,
Medicaid Home and Community Based Service Programs: Data Update, 2009).
In contrast, in other states in 2006 such as Georgia and Florida, the Medicaid
HCBS (Autism-specific) waiver covers both children and adults with ASDs (Kaiser
Family Foundation, 2011). This demonstrates how states are using various resources to
expand the services provided for a target population of vulnerable individuals through the
Medicaid HCBS (Autism-specific) waiver.
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States that have a Medicaid HCBS (Autism-specific) waiver are chosen as the
point of interest because as a result of this waiver being an expansion of Medicaid, which
requires states to provide current detailed estimates of eligible recipients’ health care, the
waiver helps to provide an avenue for early intensive behavioral intervention and more
adequate resources for children with Autism and other developmental disabilities. In
addition, states with the Medicaid HCBS (Autism-specific) waiver provide specialty type
of services to meet the needs of children with ASDs in the state. For example, Colorado
offers specialty care, such as behavioral and occupational treatment, psychological
services, and speech therapy through the Medicaid HCBS (Autism-specific) waiver. In
Indiana, the Autism-specific waiver provides specialty services, such as applied behavior
analysis and community transition support (Spigel, Office of Legislative Research
Report, 2007).
States with the Medicaid HCBS (Autism-specific) waiver are more likely to apply
for the ADDM network because the program will allow the states to provide more
comprehensive services, in addition to the specialty type of services that are provided by
the Autism-specific waiver, aforementioned. Nevertheless, opposing scholars might
argue that if a state already provides services for children with Autism through the
Medicaid HCBS (Autism-specific) waiver, that the state is less likely to apply for the
ADDM network waiver. However, the ADDM network is important because it also
allows states to provide a more comprehensive and integrative approach in meeting the
needs of children with ASDs (Eikeseth, 2009). Accordingly, because of the unique
nature of ASDs, in which each child is affected differently, the ADDM network is a facet
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for setting a foundation for healthcare in the state. Based on the scholarly literature, the
following hypothesis is tested:
H2:

States that have a Medicaid HCBS (Autism-specific) waiver, Section
1915C, specifically for children with ASDs, are more likely to make the
decision to apply for the ADDM network, compared to states that do not
have the Medicaid HCBS (Autism-specific) waiver.

The Medicaid HCBS (Autism-specific) waiver, Section 1915C variable will be
measured by the number of states that provide this waiver for children with Autism
Spectrum Disorders (ASDs). Each state that provides the Medicaid HCBS (Autismspecific) waiver will be coded as 1 and labeled as a Medicaid HCBS (Autism-specific)
waiver state. All other states will be coded as 0. Pertinent information on states that
provide the Autism-specific waiver is obtained from the Clearinghouse for Home and
Community Based Services website (http://www.hcbs.org) for the years 2000, 2004, and
2008 and from the Office of Legislative Research.
Number of Pediatricians in the State
Primary care physicians, such as pediatricians are prominent figures in the health
care arena. Their value to health care has been duly noted (Mayer, Skinner, and Slifkin,
2004; Newacheck, McManus, Fox, Hung and Halfon, 2000), especially in contributing to
the unmet needs of children with ASDs by advancing the identification and diagnosis of
ASDs and providing children with ASDs greater access to health care resources. Because
the first step towards diagnosis of Autism is often recognition by a licensed pediatrician
of a deficiency in a child’s functional development, the American Academy of Pediatrics
recommends a traditional wellness checkup (referred to as well-child care) at various
stages of children’s development (American Academy of Pediatrics, 2010; Mozingo,
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2009). Findings from the National Survey of Children with Special Health Care Needs,
used by Mayer et al. (2004) reveal that states in which children with special health care
needs (CSHCN) had more access to pediatricians were less likely to face disparities in
routine health care. Thus, meeting the greatest needs of CSHCN, who are also identified
as children diagnosed with developmental disorders, is the first step towards the wellbeing of this underserved population (Council on Children with Disabilities, 2006).
Mandel and Palmer (2005) examine the variation among the 50 states in how
states are identifying and serving children with ASDs. The authors indicate that adequate
services and resources for children with ASDs are not available in all communities
because of the differences that exist among the states in terms of diagnostic criteria; the
costs of screening and assessment; policies regarding the types of services and eligibility
requirements for children with ASDs; and the lack of professionals who are adequately
trained to treat and diagnose children with ASDs (Mandel and Palmer, 2005). The
authors hypothesize that “education-related spending and the proportion of children
living in poverty are associated with the recognition of ASD” (Mandel and Palmer, 2005,
p. 267). Specifically, the authors explore the relationship between educational spending,
the number of licensed pediatricians in the state, the number of school supportive health
centers in the state, and the proportion of children with ASDs (e.g., referred to by the
authors as administrative prevalence) (Mandel and Palmer, 2005).
Using secondary data from the United States Department of Education and the
American Board of Pediatrics, the authors find a positive relationship between the
proportion of children with ASDs (administrative prevalence) and state education-related
spending, school supportive health centers, and the number of pediatricians in each state.
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Therefore, the dynamics of the administrative structure of a state (e.g., education-based
spending, number of pediatricians, and health care centers) influence the differences in
how states identify children with ASDs (i.e., administrative prevalence). A more recent
study that focuses on pediatricians and the identification of children with ASDs includes
Warren, Stone, and Humberd’s (2009) study in which the authors found that the decisions
of highly trained pediatricians and ASD diagnostic evaluations are valuable for the
assessment of children with ASDs.
This study examines whether the number of pediatricians in a state influences the
likelihood of the state applying for the ADDM network. More specifically, this study
focuses on pediatricians and their role in the efficacy of health care. For example, in
2007 the political veto to expand the State Children’s Health Insurance Program
(SCHIP), which had proven to be an effective program for improving children’s access to
health care, illustrates just how valuable the pediatric community’s voice could have been
in promoting political advocacy and health care programs for CSHCN (Wise, 2009). In
addition, the American Academy of Pediatrics indicates that pediatricians play a major
role in caring for children with special health care needs (CSHCN) because they are the
initial health care provider who are often the first individuals to recognize the symptoms
of ASD and to refer the child to more specialized services (American Academy of
Pediatrics, 2001). Pediatricians are responsible for the development and management of
an Individual Education Plan (IEP) or Individual Family Service Plan (IFSP) for the
assessment of CSHCN; contribute their medical expertise to identify the biomarkers for
ASDs; serve as a referral to link parents to the proper services for early intervention
specialists if a child has been identified as having a special health care need; encourage
64

family and community-centered care; and foster advocacy for community and
educational services for CSHCN (American Academy of Pediatrics, 2001; Committee on
Children with Disabilities, 1999; Wise, 2009). In light of these facts, the number of state
board certified pediatricians in a state in terms of contributing to health care is
conceptualized by the following hypothesis:
H3:

States that have a greater number of pediatricians are more likely to make
the decision to apply for the ADDM network, compared to states with a
smaller number of pediatricians.

The number of pediatricians’ variable is defined as the number of licensed or
board certified pediatricians who are members of the American Board of Pediatrics in
each state per 10,000 children (i.e., number of pediatricians per 10,000 children).
Information on pediatrician certification will be obtained from the 2000, 2004, and 2008
American Board of Pediatrics state annual report. Information for the number of children
(0-18) in each state will be obtained from the Kids Count Data Center website
(http://www.datacenter.kidscount.org) for 2000, 2004, and 2008.
Autism Prevalence Variable
Autistic Children
There have been several epidemiological studies conducted to measure the
prevalence of children with ASDs in the United States (Barbaresi, Katusic, Colligan,
Weaver, and Jacobsen, 2005; Fombonne, 2003; Chakrabarti and Fombonne, 2001;
Yeargin-Allsopp et al., 2003). The national data presented by these studies have been
significant in identifying the numbers and helping to determine how well the needs of this
vulnerable population are being met. Following, in FIGURE 2, is an illustration of state
per capita differences in the prevalence of children with Autism.
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Figure 2

Number of Children with Autism, Per Capita

Source: StateMaster.com, 2003
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As illustrated, Oregon has the highest number of children per capita, (12.054 per
10,000 children), diagnosed with ASD’s, specifically Autism. Ironically, Oregon does
not provide services and financial support for children with ASDs (Kaiser Family
Foundation, 2006). Thus, with Oregon having the highest number of children diagnosed
with Autism, one might expect the state to provide services for this vulnerable
population. In contrast, Indiana, which has the third highest number of children per
capita, (8.664 per 10,000 children), diagnosed with Autism has implemented various
early intervention and specialized programs to support children with ASDs (Mandell et
al., 2005). In particular, Indiana has a Medicaid HCBS (Autism-specific) waiver that
provides long-term care and other services for children diagnosed with Autism and the
state also has a Medicaid program that reimburses the parent for services rendered for
their autistic child (2005; Spigel, 2007; Kaiser Family Foundation, 2006). Similar to
Indiana, Maryland, which has the sixth highest number of children per capita (7.292 per
10,000 children) diagnosed with Autism also has an Autism-specific waiver that provides
services and long-tern care for children diagnosed with Autism. Additionally, Colorado,
which has the lowest number of children per capita, (2.096 per 10,000 children),
diagnosed with Autism has an Autism-specific waiver that was implemented in 2006 that
provides specialty care, such as behavioral, occupational, and speech therapy for children
ages 0-6 (Spigel, 2007). Thus, the age limit, along with eligibility and financial
enrollment criteria, often vary by state for the Autism-specific waiver (Spigel, 2007), as
illustrated in Table 3. However, the age range in regards to when children who have been
diagnosed with Autism are eligible for the Autism-specific waiver is very important
because treatment is found to be the most effective at an early age (Spigel, 2007). As
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mentioned, Oregon does not provide general services and financial support for children
with Autism, even though it had the highest rate of children diagnosed with Autism in
2006. However, this may be the case because Oregon might provide other types of
“specialty” services or have other specific programs for children with Autism. For
example, California established the Early Intervention Services Act in 1994 to help
provide resources for families and children with Autism. This was the result of a drastic
increase (9.1 per 10,000 children or 5.8 to 14.9) in the number of children diagnosed with
Autism from 1987-1994 in the state (Croen, Grether, Hoogstrate, and Selvin, 2002). This
public policy provided statewide early preventative treatment and resources for children
with Autism, a vulnerable population in the state.
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Table 3

Autism Specific Medicaid Waivers for Specific States

Source: Office of Legislative Research Report, 2007
Many scholars suggest that the state variation in the type of services and support
provided for children with ASDs is what has contributed to the national fragmentation of
the health care system for these children (Van Dyck, Kogan, McPherson, Weissman, and
Newacheck, 2004). In particular, Van Dyck et al. (2004) indicate that “to address the
disparities…, we need systemic change that establishes universal, sustainable community
systems of services for all affected children and their families” (p. 890). However, in
support of national epidemiology and prevalence studies of children with Autism, the
American Academy of Pediatrics “strongly believes in the importance of early and
continuous surveillance and screening for ASD to ensure that children are identified and
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receive access to services as early as possible” (AAP Children’s Health Topics, Autism,
p. 1; Dawson and Osterling, 1997).
This dissertation seeks to capture the significance of whether the number of
children (i.e., prevalence) with Autism in a state determines whether a state will apply for
the ADDM network. States with a higher number of children with Autism are chosen as
the focus because, despite the notion that there may be several factors contributing to
state prevalence data, (e.g., modifications in diagnosis/screening, changes in the
Diagnostic and Statistical Manual-IV (DSM) criteria, and legislation), it is apparent that
statewide efforts and intensive early outreach programs and services are necessary.
Based on these factors, the following hypothesis is tested:
H4:

States that a have a higher number of children with Autism in special
education are more likely to make the decision to apply for the ADDM
network, compared to states with a smaller number of children with
Autism in special education.

The number of children with Autism is defined as the number of children with
Autism in special education in each state per 10,000 children (i.e., number of Autism
cases in special education per 10,000 children). Data will be obtained from the United
States Department of Education Office of Special Education and Rehabilitative Services.
In each state, the Department of Education is mandated to report to Congress annually on
the progress of the Individuals with Disabilities Education Act (IDEA). In particular,
these reports are significant because they “contain information on the prevalence of
various developmental disorders and education-system characteristics for each state by
academic year” (Mandel et al., 2005, p. 267). Supplemental data will be utilized from the
Kids Count Data Center in order to obtain “child population” for children less than 18 in
the perspective years (2000, 2004, and 2008).
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Economic Variables
Funds per Autistic Child
Studies show that because children with ASDs and other chronic disabilities
require specialty care and long-term treatment, they ultimately consume more services
and as a result states expend more financially on children with disabilities compared to
children without disabilities (Ruble, Heflinger, Renfrew and Saunders, 2005; Wang and
Leslie, 2010). According to federal standards set by the Individuals with Disabilities
Education Act (IDEA), states have the responsibility of providing special education
programs for children with disabilities. Specifically, states are financially required “to
make available a free and appropriate public education for children with disabilities,
including Autism” (Ruble et al., 2005, p. 4).
In the 1999-2000 school year, states were spending on average $18,800 per pupil
to educate children with Autism, which is higher than the cost of a child with mental
retardation ($15,000), almost 50% higher than the average cost of a child in special
education ($12,500), and is considerably higher (3 times) than the cost of educating a
child with no disabilities ($6,556) in a public school district (U.S. Government
Accountability Office Special Education Expenditure Report, 2005). The average per
pupil expenditures for educating a child with Autism and with other disabilities,
compared to educating a general special education student is presented in TABLE 4,
followed by Tables 5 and 6 that indicate U.S. Department of Education appropriations for
major programs, specifically special education programs, by state for fiscal years 2008
and 2009.
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Table 4

Estimated Per Pupil Expenditure by Disability 1999-2000 School Year

Source: GAO Special Education Expenditure Project, 2005
Table 5

State Appropriations by Major Programs (*Special Education), 2008

*In thousands of dollars
Source: National Center for Education Statistics, Table 378
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Table 6

State Appropriations by Major Programs (*Special Education), 2009

* In thousands of dollars
Source: National Center for Education Statistics, Table 385
________
4 Tables 5 and 6; These tables are relevant because the IDEA requires each state to provide a “free and
appropriate public education for children with disabilities, including Autism” (Ruble et al., 2005, p.4).
Even though Table 6 provides data for 2009, the source will be used to help calculate spending for children
with Autism served under IDEA in special education in the years 2000, 2004, and 2008
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A decrease in the number of children with Autism does not seem evident any time
soon, especially with the increasing prevalence of children being diagnosed with Autism
and ultimately receiving services in public schools under the IDEA (i.e., 500% increase
in the 10 years) (GAO Special Education Expenditure Report, 2005, p. 6; Croen et al.,
2002). However, some key elements in effectively approaching this trend is
comprehensive and early intensive state programs to meet the needs of children with
ASDs, collaboration among the various entities (e.g., public and private health insurance,
special education, and other state programs), and recognition of the substantial
differences in how states support children with ASDs through educational programs,
policies, and other services (Mandell and Palmer, 2005; Ruble et al., 2005). Based on
these disparities, the following hypothesis is denoted:
H5:

States that spend more per pupil for children with Autism in special
education are more likely to make the decision to apply for the ADDM
network, compared to states that spend less per pupil for children with
Autism in special education.

Funding per autistic child (pupil) is defined as the total amount of state funds for
education-related services (i.e., special education) for children with Autism in each of the
50 states. Significant data for this variable will be obtained from two sources, which
include the U.S. Department of Education (Office of Special Education and
Rehabilitative Services, OSERS, and the National Center for Education Statistics
(NCES). Thus, this variable will be operationalized by using the number of children with
Autism served under IDEA in public schools (ages 3-18) in 2000, 2004, and 2008 school
year divided by the per pupil spending for special education for each state in fiscal years
2000, 2004 and 2008. This approach is a reasonable option for measuring funds per
autistic child.
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Children Living in Poverty
The percentage of children in poverty tends to have a profound impact on states in
terms of economic stability. For example, as the largest health care initiative and funding
source for children and the disabled, Medicaid has faced many challenges in meeting the
needs of this disadvantaged population (Centers for Medicare and Medicaid Service,
2009). These challenges were further exacerbated by the expansion of Medicaid in the
early 1980s due to an increase in the number of enrollees, population growth, type of
coverage and services, and inflation (2009). Although there is a need for Medicaid and
other health care programs, such as the State Children’s Health Insurance Program
(SCHIP) to provide more efficient and effective health care for children, there is a direct
relationship between poverty and the uninsured (Menifield and Fletcher, 2004).
Specifically, the authors find that as the number of children in poverty increases, there is
an increase in the number of uninsured children in a particular region (2004). The
authors suggest that this is the result of many other social and economic factors, such as a
lack of resources to continually meet the needs of this vulnerable population. Similarly,
Whitatker’s (2001) study in which the social well-being of children, which the author
defines as “the extent to which children are healthy in both body and mind… and
resources are readily available for their use and support,” is identified to be related to
state disparities in implementing social welfare reform and policies (p. 145). Given these
facts, the following hypothesis is identified:
H6:

States that have a higher percentage of children living in poverty are more
likely to make the decision to apply for the ADDM network, compared to
states with a smaller percentage of children living in poverty.
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This variable is defined as the percentage of children living under the national
poverty level in the 50 states in the years 2000, 2004, and 2008. Relevant data for this
variable will be obtained from the Kids Count Data Center and the Kaiser Family
Foundation website (statehealthfacts.org/children), which provides demographic and
economic status for each state in terms of poverty level by age.
State Financial Health
For this study, a state’s financial health is defined as the state’s health care
expenditures per capita. Several scholars discuss the direct relationship between state
health care, education levels, poverty levels, and the economy (Gomme and Rupert,
2004; Holahan, 2007).
According to a report conducted by the Department of Health and Human
Services, as a result of rising health care costs consuming such a large percentage of state
and local revenues (14% in 1987 to 22% in 2000), there is a negative impact on the
sustainability of many states’ economies (Cowan, McDonnell, Levit, and Zezza, 2002).
Thus, this variable is pertinent because the majority of a state’s health care budget is
utilized for Medicaid, which is a “major funding source for children and a key financial
resource for persons with developmental disabilities” (Ruble et al., 2005, p. 4). In
particular, “Medicaid is the largest single public payer of behavioral health services in
general and in 1992 about 31% of children with disabilities were covered primarily by
Medicaid” (Ruble et al., 2005, p. 4).
The amount of federal funding that a state receives for Medicaid is based on
several factors (Kaiser Commission on Medicaid Facts, March 2007). Poorer states are
more likely to get a higher percentage of the federal funds. For example, in fiscal year
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2009, the federal government contributed over 75% of Medicaid expenditures to the state
of Mississippi in Medicaid costs (i.e., medical assistance percentage, FMAP); compared
to only 50% of its federal share of Medicaid expenditures in New York (National Health
Policy Forum, 2009). The following information is presented in FIGURE 3, illustrated
on the next page.

Figure 3

Federal Medical Assistance Percentages (FMAP) for Medicaid by State,
2009

Source: National Health Policy Forum, 2009
This study seeks to examine whether a state’s financial health (i.e., health care
expenditures per capita) determines whether a state will apply for the ADDM network.
States that spend more in health care expenditures per capita is chosen as the basis of
emphasis because states that spend more funds for health care tend to already have the
necessary resources and be in a better position to spend money on health care to meet the
needs of its population (DHHS Report, 2008).
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H7:

States that spend more on health care per capita are more likely to make
the decision to apply for the ADDM network, compared to states that
spend less on health care per capita.

As mentioned, state financial health is defined as health care expenditures per
capita by state of residence in 2000, 2004, and 2008. State data for this independent
variable will be obtained from the Kaiser Family Foundation
(http://www.statehealthfacts.org), which is a database that provides information on health
care expenditures. Thus, after discussing the methodology that will be used to measure
each independent variable and presenting the relevant hypotheses; the next section will
present the findings, an in-depth discussion of the findings, and the limitations of the
study.
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CHAPTER V
FINDINGS

States vary in their political, administrative (i.e., health care), economic
environment; as well as in the prevalence of Autism. Before looking at the results of the
logistic regression and models, it is important to provide a descriptive look at the
underlying differences in the variables addressed in this dissertation. This presentation
will provide a more comprehensive look at how these state characteristics impact the
state culture (i.e., decisions, behaviors, and perceptions). Furthermore, it will provide a
more in-depth context of research for federal and state officials, policymakers, medical
professionals, and the medical community in regards to state decisions for programs for
children with Autism and other developmental disabilities.
The number of pediatricians available to provide necessary pediatric care for
children in each state varied widely across the years 2000, 2004, and 2008. For example,
in 2000, the number of pediatricians ranged from a low of only 2.5 pediatricians per
10,000 children in Idaho and 2.7 in South Dakota to a high of 9.7 pediatricians per 10,000
children in both New York and Massachusetts, and 9.6 in Maryland. Hawaii (9.1), New
Jersey (9.0), and Connecticut (8.6) also reported high numbers of pediatricians per 10,000
children. Looking at 2004, the number of pediatricians ranged from a low of 2.6
pediatricians per 10,000 children in Idaho, 3.0 in Nevada, and 3.2 in South Dakota to a
high of 11.2 in Massachusetts. Other states, such as Maryland (10.2), Rhode Island (9.9),
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Vermont (9.2), and New York (8.9) also reported comparatively high numbers of
pediatricians per 10,000 children.
In 2008, the measure of the pediatricians ranged from a low of 3.2 pediatricians
per 10,000 children in Idaho and 3.4 in South Dakota to a high of 14 pediatricians per
10,000 children in Massachusetts. Both Rhode Island and Maryland, with 12.3
pediatricians per 10,000 children, also reported a relatively high number of pediatricians.
The average number of pediatricians per 10,000 children across all states included in the
study was a little more than 5 pediatricians per 10,000 children (5.6). Table 7 presents
descriptive statistics for the related variables:
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Table 7

State administrative and economic descriptive statistics

Variable

Mean

Median

1

Decision to Apply
(Dependent Variable)

Standard
Deviation

Minimum

Maximum

N Size

.1986301

0

.4003423

0

1

*146

.2266667

0

.4200778

0

1

150

6.048

5.6

2.181149

2.5
(Idaho)

14

150

24.6651

20.8

16.68567

1.5
(Montana)

93.3

≈149

84.91832

$61.99

124.0535

$16.54
(Minnesota)

$1,078.52

»149

16.97333

16%

4.980427

6%
(New Hampshire)

31%

150

5436.78

$5,322

1262.333

$3,030
(Utah)

$8,926

.2133333

0

.4110335

0

1

2

HCBS Medicaid
1915(C) Waiver
(Autism-Specific)
Pediatricians per
10,000 Children
Autistic Children in
Special Education per
10,000 Children
Funds per Autistic
Child
Children in Poverty
(%)
Health Care Spending
per Capita (Thousand)
3
Prior Application
1

150
150

Decision to Apply is a dummy variable, measured by whether the state applied for the
Autism and Developmental Disabilities Monitoring Network, ADDM (coded as 1) or
whether the state did not apply for the ADDM network (coded as 0).
2
Home and Community Based Services (HCBS) 1915(C) Waiver (Autism-specific) is a
dummy variable, measured by whether the state has the HCBS (Autism-specific) waiver
(coded as 1) or whether the state does not have the HCBS (Autism-specific) waiver
(coded as 0).
3
Prior Application is a dummy variable, measured by the specific years. For example,
due to the fact that the ADDM network did not exist before 2000, all of the states are
coded as 0. For the year 2004, states that applied for the ADDM network in 2000 and
2002 are coded as 1, all other states are coded as 0. For the year 2008, states that applied
for the ADDM network in 2000, 2002, 2004, and 2006 are coded as 1, all other states are
coded as 0.
*N-size, there are 146 observations for the Decision to Apply (dependent variable)
because Nebraska and Vermont were dropped. Due to the fact that Nebraska has a
unicameral legislature, the state was dropped for all three years (2000, 2004, and 2008).
Furthermore, Vermont was also dropped in 2008 because data was unavailable for this
year.
≈
N-size, there are 149 observations for Autistic children in special education because data
for this independent variable in Vermont was unavailable for the year 2008.
»
N-size, there are 149 observations for funds per Autistic child because data for this
independent variable in Vermont was unavailable for the year 2008.
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The state with the lowest number of Autistic children in special education per
10,000 children is Montana, which reported that it had 1.5 Autistic children in special
education per 10,000 children. Wyoming (2.4) and New Mexico (4.2) also reported a
relatively low number of Autistic children in special education. The state with the
highest number of Autistic children in special education per 10,000 children is
Minnesota, which reported that it had 93.3 children with Autism in special education per
10,000 children. Ironically, even though Minnesota has the highest number of Autistic
children in special education per 10,000 children, the state spends in terms of funds per
child the lowest for children with Autism in special education ($16.54 per Autistic child).
Other states, such as Oregon (81.0) and Maine (78.7) also reported a comparatively high
number of Autistic children in special education. The average number of Autistic
children in special education per 10,000 children was a little more than 20. Furthermore,
in terms of the total amount of funds per child that each state spends for children with
Autism in special education, the states with the lowest and highest expenditures were
Minnesota ($16.54) and Montana ($1,078.52). Although, Montana spends the most for
Autistic children in special education ($1,078.52), it has the smallest number of Autistic
children in special education. The national average for all of the states in the amount of
funds per child that each state spends for children with Autism in special education was
almost $62.
In terms of poverty, New Hampshire was the state that reported the lowest
percentage of children living in poverty, with a low 6%. Similarly, Minnesota and New
Hampshire were also states that reported a small percentage of children living in poverty.
Both states had only 9% of children living in poverty. In contrast, the state with the
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highest percentage of children living in poverty was the southern state of Mississippi
(31%). Another southern state that also had a high percentage of children living in
poverty was Louisiana (30%). The average percent of children living in poverty was
16%.
There was also variation between the states in regards to how much each state
spends on health care. The state with the lowest health care expenditures per capita was
Utah, which spends $3,030 thousand per person. The state of Arizona also reported a
relatively low amount of health care expenditures per capita, at only $3,248 thousand per
person. In contrast, the state that spends the highest in health care expenditures per capita
was Massachusetts ($8,926). Other states, such as Alaska and Connecticut also reported
a relatively high amount of health care expenditures per capita, at $8,676 and $8,260
thousand, respectively. The average health care expenditures per capita are more than $5
thousand per person.
In addition, the descriptive statistics also portrayed differences among the states in
terms of the political variables (governor and legislature). Table 8 presents descriptive
statistics for the related variables. For example, there were 69 total states in the
respective years (2000, 2004, and 2008) that had a democratic governor (i.e., 81 other
states either had a Republican or Independent/Moderate governor). In 2000, Alabama
and Alaska were two states that had a democratic governor. In 2004, Arizona, Delaware,
Illinois, Iowa, and Kansas were some of the states that had a democratic governor. In
2008, Virginia, Washington, West Virginia, Wisconsin, and Wyoming were some stats
that had a democratic governor. Furthermore, in the three particular years there were 62
total states (not including Nebraska) that had a legislature that was completely controlled
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by Democrats. For example, in 2000 Alabama, Arkansas, California, Connecticut,
Georgia, Hawaii, and Louisiana were some states whose legislature was completely
controlled by Democrats. In 2004, Louisiana, Maine, Maryland, and Massachusetts were
some states that had a legislature that was completely controlled by Democrats. In 2008,
Rhode Island, Vermont, Washington, West Virginia, and Wisconsin were some states
that had a legislature that was democratically controlled. In contrast, in the three specific
years there were 52 total states that had a legislature that was completely controlled by
Republicans. Specifically, in 2000 Alaska, Florida, Idaho, Iowa, and Kansas were some
states whose legislature was completely controlled by Republicans. In 2004, New
Hampshire, North Dakota, Ohio, and Pennsylvania were some states that had a legislature
that was completely controlled by Republicans. In 2008, South Dakota, Tennessee,
Texas, and Utah were some states that had a Republican controlled legislature.
Table 8

State political descriptive statistics
Variable

Mean

Median

Standard
Deviation

Minimum

Maximum

N-Size

.46

0

.5000671

0

1

150

.5266667

0

.500961

0

1

150

.4133333

0

.4940813

0

1

150

.3466667

0

.4775028

0

1

150

4

Governor:
Democratic Governor
(DemGov)
Republican Governor
(RepGov)
5
Legislature:
Democratic
Legislature
(DemLeg)
Republican
Legislature (RepLeg)

4

Governor is a dummy variable, measured by whether the governor in the state is a
Democrat (coded as 1) or whether the governor is a Republican (coded as 0).
5
Legislature is a dummy variable, measured by whether the majority of the legislature is
Democratic (coded as 1) or whether the majority of the legislature is Republican (coded
as 0).
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Finally, the statistical properties for the dependent variable (decision to apply)
indicate that in the three respective years, a total of 29 states made the decision to apply
for the ADDM network and 117 states did not make the decision to apply for the ADDM
network. Although, only a small number of states made the decision to apply for the
ADDM network, many of the states were repeat applicants. For example, in 2000 (phase
1) there were 7 states that made the decision to apply for the ADDM network (e.g.,
Arizona, Georgia, Maryland, New Jersey, New York, South Carolina, and West
Virginia). In 2004, there were 9 states that made the decision to apply for the ADDM
network (e.g., Alabama, Arizona, Georgia, Maryland, Missouri, New York, North
Carolina, South Carolina, and Wisconsin); with Arizona, Georgia, Maryland, New York,
and South Carolina considered repeat applicants. In 2008, there were 13 states that made
the decision to apply for the ADDM network (e.g., Alabama, Arizona, Arkansas,
Colorado, Florida, Georgia, Maryland, Missouri, North Carolina, Pennsylvania, South
Carolina, Utah, and Wisconsin); with Alabama, Arizona, Georgia, Maryland, and South
Carolina considered repeat applicants (2000, 2004, and 2008 chart presented previously
in Chapter 4). Ultimately, even though the distributional properties of the dependent
variable are small (i.e., 29 states applied out of 146 states in the three years), the potential
statistical challenges that may exist will not greatly impact the overall results that will be
revealed by the data. Now, that I have discussed the administrative, economic, and
political statistical properties of the independent and dependent variables, I will interpret
the coefficients and the odds ratio by discussing the significance of the hypothesis and the
logistic regression models.
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Interpreting the Coefficients and Odds Ratio
Even though both the coefficients and the odds ratio are depicted in the following
tables (Tables 9-20), when conducting logistic regression most researchers describe both
the coefficients and the odds ratio, but only report the odds ratios because they are more
straightforward in terms of explaining the results. Therefore, the coefficients assessed are
reported only to describe the “direction” of the relationship between the variables and
only report the odds ratios in terms of the results.
Focusing on political party identification (Tables 9 and 10), which examine the
relationship between the governor, legislature, and a state’s decision to apply for the
ADDM network. The specific hypotheses: H1(a) states, “States with a Democratic
governor are more likely to apply for the ADDM network, compared to states with a
Republican governor.” H1(b) states, “States with a Democratic-controlled legislature are
more likely to apply for the ADDM network, compared to states with a Republicancontrolled legislature.” According to the regression results (Tables 9 and 10), there is a
negative correlation between Democratic Party identification and a state’s decision to
apply for the ADDM network. Further, the P-values for a Democratic governor (P-value
= 0.897) and a Democratic-controlled legislature (P-value = 0.949) are not significant.
Table 9

Interpreting the coefficients: Political party identification independent
variables

Variable
Coefficient
Standard Error
DemGov
.0538955
.4180481
DemLeg
-.0269555
.4239234
Cons
-1.409333
.3256785
Significant: *p<.10, **p<.05, ***p<.01, ****p<.001
Prob > chi2 = 0.9905
Pseudo R2 = 0.0001
N-Size: 146
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Z-Score
0.13
-0.06
-4.33

P>|z|
0.897
0.949
0.000

Table 10

Interpreting the odds ratio: Political party identification independent
variables

Variable
Odds Ratio
Standard Error
DemGov
1.055374
.4411973
DemLeg
.9734046
.412649
Significant: *p<.10, **p<.05, ***p<.01, ****p<.001
Prob > chi2 = 0.9905
Pseudo R2 = 0.0001
N-Size: 146

Z-Score
0.13
-0.06

P>|z|
0.897
0.949

The regression results refute hypotheses H1(a) and H1(b), indicating that
Democratic political party control (i.e., governorship and legislature) does not predict a
state’s decision to apply for the ADDM network. The chi-square (Prob > chi2) value of
0.9905 indicates that the whole model is not statistically significant. Furthermore, the
McFadden’s pseudo R-squared formula for logistic regression was used to test the
strength of the model and the Pseudo R2 value of 0.0001 indicates that the strength of the
model is not good.
These findings (i.e., Democratic political party control variables not significant)
are unexpected given President Barack Obama’s Democratic administration’s current
focus on the national health care crisis, in particular, the number of children diagnosed
with ASDs and also the Democratic Party’s traditional principles of supporting domestic
social spending, such as health care and education (Welch, Gruhl, Comer, and Rigdon,
2009). Thus, the mission and goals promoted by the ADDM network (i.e., early
intervention, population-based ASD prevalence estimates, and health care reform by
providing adequate health care for children with ADS) reflect the principles of the
Democratic Party because Democrats are more likely to support social and health care
reform.
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However, one reasonable explanation as to why there is no significance between
Democratic political party identification and states’ decision to apply for the ADDM
network is evident in the nature of politics and public administration. As was explained
in Chapter II, elected officials and bureaucrats often times struggle with the balance and
civic duty of serving the public’s interest versus their own personal interests (Niskanen,
2007). As literature discussing the bureaucratic environment notes, the personalities,
behaviors, and decisions of elected officials and bureaucrats can be influenced and
motivated by the systematic rules and structure of the bureaucracy (Merton, 1940). In the
case of the ADDM network, many other elements, such as the state culture may play a
very important role in the behaviors and decisions of elected officials and bureaucrats
(i.e., administrators of the ADDM network) in determining a state’s decision to apply for
the ADDM network. Even though these findings (i.e., Democratic political party control
variables not significant) are unexpected, the notion of state control by one political party
may be negative when examining the role of politics in policymaking. Volkomer (2011)
indicates that many Americans are distrustful and have negative ideas about government
and politicians, which has resulted in the American people’s shift in public trust for
politicians and political parties over the years. Hence, many parents of children with
Autism, Autism advocacy groups, and the medical community would agree that politics
should not play a role in establishing programs and policymaking for children with
Autism and other developmental disabilities.
Next, the administrative structure and the prevalence of Autism indicators are
examined. First, the administrative structure indicators presents the use of the Medicaid
Home and Community Based Service (HCBS) Waiver, Section 1915(C) and the number
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of pediatricians per 10,000 children. Second, the Autism indicator presents the
relationship between the number of children with Autism in special education per 10,000
children and the likelihood that the state will apply for the ADDM network. Tables 11
and 12 assess the relationship between the Medicaid HCBS waiver, the number of
pediatricians, the number of Autism cases in special education, and the state’s decision to
apply for the ADDM network. According to the results, there is a positive correlation
between the Medicaid HCBS 1915(C) waiver, accepting H2, which indicates that “States
that have a Medicaid HCBS (Autism-specific) waiver, Section 1915C, specifically for
children with ASDs, are more likely to make the decision to apply for the ADDM
network, compared to states that do not have the Medicaid HCBS (Autism-specific)
waiver.” The model as a whole is marginally significant at the .10 level (Prob > chi2=
.078). The P-value of 0.034 for Medicaid indicates that the variable is statistically
significant at the .05 level. Tables 11 and 12 below are a depiction of the findings:
Table 11

Interpreting the coefficients: Structural administrative strength independent
variables

Variable

Coefficient

Standard Error

Z-Score

P>|z|

Medicaid HCBS
Waiver
Pediatricians

1.020062

.4798442

2.13

0.034**

.1454601

.1054754

1.38

0.168

Autistic Children

-.0097479

.0151636

-0.64

0.520

Cons

-2.332631

.6376874

-3.66

0.000

Significant: *p<.10, **p<.05, ***p<.01, ****p<.001
Prob > chi2 = 0.0780
Pseudo R2 = 0.0468
N-Size: 146
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Table 12

Interpreting the odds ratio: Structural administrative strength independent
variables

Variable
Odds Ratio
Standard Error
Medicaid HCBS
2.773365
1.330783
Waiver
Pediatricians
1.156572
.1219899
Autistic Children
.9902994
.0150165
Significant: *p<.10, **p<.05, ***p<.01, ****p<.001
Prob > chi2 = 0.0780
Pseudo R2 = 0.0468
N-Size: 146

Z-Score
2.13

P>|z|
0.034**

1.38
-0.64

0.168
0.520

According to the coefficient, which indicates whether the relationship between the
dependent variable and the independent variables is positive or negative, the direction of
the relationship is positive for states that have the Medicaid HCBS (Autism-specific)
waiver and a state’s decision to apply for the ADDM network. Given the results, the
odds ratio value for the Medicaid HCBS (Autism-specific) waiver indicates that states
that have the Medicaid HCBS (Autism-specific) waiver are 1 to 2.77 times to apply for
the ADDM network or 177% more likely to apply for the ADDM network.
The statistical analysis results are further supported because the state of Colorado
has a Medicaid HCBS (Autism-specific) waiver and the state ADDM network, referred to
as the Colorado Autism and Developmental Disabilities Monitoring Program (COADDM). The Medicaid HCBS (Autism-specific) waiver provides various services and
resources for children with ASDs and other developmental disabilities within the state 5.
Colorado operates the Medicaid HCBS (Autism-specific) waiver based on the state’s
priorities and needs for serving children with Autism, in which the HCBS waiver served

5

The state of Colorado had the Medicaid HCBS (Autism-specific) waiver for children with ASDs in 2004
and 2008, but not in 2000.
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7,883 children in 2009-2010 (Lakin, Larson, Salmi, and Webster, 2010). Furthermore,
the state ADDM network (CO-ADDM) has been a public health monitoring program in
the state since 2002, which monitors the number of 8-year-old children in the state with
ASDs. Current prevalence data revealed that between “the 2002 through 2006
surveillance years, identified ASD prevalence in Colorado increased 27%, from 5.9% per
1,000 to 7.5 per 1,000” (Centers for Disease Control and Prevention, National Center on
Birth Defects and Developmental Disorders, Colorado Department of Public Health and
Environment, 2011, p.1).
Another state example that supports the findings is Indiana because although the
state has a Medicaid (Autism-specific) waiver for children with ASDs, the state does not
administer the state ADDM network. However, various agencies within the state, such as
the Autism Society of Indiana, indicated that they are interested in partnering with the
Indiana Department of Health (IDOH) to apply for the ADDM network, which suggest
that this state is more likely to make the decision to apply for the ADDM network in the
future.
The results of the analysis presented in Tables 11 and 12 are further supported by
Dr. Temple Grandin. She was interviewed by telephone on February 23, 2012 for this
research (previously mentioned in the Methodology section, Chapter 4). This interview
provided insight into the impact Medicaid has on children with Autism and other
developmental disabilities. As an individual with high-functioning Autism, Dr. Grandin
is an advocate for Autism research and policy.
According to Dr. Grandin, Medicaid has had a great impact on children with
ASDs. However, she stated that there needs to be Medicaid reforms to give children with
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ASDs the assistance (e.g., resources and services) they need. For example, she indicated
that while Medicaid is a significant health care program, it only treats the conventional or
standard medical problems that are covered through Medicaid for children with Autsim.
However, Dr. Grandin stated that Medicaid needs to be expanded because it fails to treat
the unique and habitual medical problems that children with ASDs experience, such as
acid reflux and yeast infections. Even though these may be minor health problems for the
average child, these health problems can be serious for a child with Autism. For
example, Dr. Grandin stated that these health problems can be detrimental for an Autistic
child who is nonverbal because he or she would have a difficult time verbalizing to their
parent what is really wrong. This often leads to the child lashing out by throwing
tantrums and can also lead to the health problem getting worse as a result of not being
treated. Based on Dr. Grandin’s assessment, more specialized early intervention
treatement is necessary through Medicaid for children with ASDs, such as the resources
that are provided through the Mediciad HCSB waiver 6 (Autism-specific).
In contrast, the results reveal a negative correlation between the number of
pediatricians per 10,000 children in the state, the number of children with Autism in
special education per 10,000 children in the state, and the state’s decision to apply for the
ADDM network. Therefore, the results refute H3, which indicates “States that have a
greater number of pediatricians are more likely to make the decision to apply or the
ADDM network, compared to states with a smaller number of pediatricians” and H4 in
which indicates that “States that have a higher number of children with Autism in special
6

The discussion with Dr. Temple Grandin about Medicaid was a follow-up from Question #18, “How has
the Individuals with Disabilities Education Act (IDEA) made a difference for individuals with Autism?”
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education are more likely to make the decision to apply for the ADDM network,
compared to states with a smaller number of children with Autism in special education.”
These results are totally different from the postive association found in the
relationship between the Medicaid HCBS waiver and a state’s decision to apply for the
ADDM network. Even though these results are unforeseen, there are several conceivable
reasons that explain why the number of pediatricians in the state does not lead to more
pressure on the state to apply for the ADDM network and the number of children with
Autism in special education in each state does not impact a state’s decision to apply for
the ADDM network. One reason to explain why a state’s decision to apply for the
ADDM network is not impacted by the number of pediatricians in the state is because not
all general pediatricians are highly trianed or have an expertise in working with children
with ASDs because monitoring information and studies on the disorder are fairly current.
This is why it is important for there to be a variety of pediatricians in the pediatric
workforce within a state that have the specialized training and skills to work with
children with ASDs and other developmental disabilities, such as behavioral therapists
and developmental therapists. Thus, during the interview with Dr. Grandin, the
significance of more specialized therapists for children with ASDs was a major topic of
discusion. Dr. Grandin was very adamant about the importance of a child with Autism
having, not only effective teachers, but specialized pediatricians to help them develop.
Specifically, Dr. Grandin indicated that teachers and pediatricians “who keeps the child
engaged to the world” and uses a variety of techniques, not just the basic methods, but
different types of alternative methods, such as Applied Behavioral Analysis (ABA) and
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the Developmntal, Individual Differences, Relationship-Based Model, DIR (referred to as
floor time) are more effective methods in terms of the child’s development.
One reason to explain why the number of children with Autism in special
education per 10,000 children in each state does not impact a state’s decision to apply for
the ADDM network is that the state might have other programs for children with Autism,
who are not particulary in special eduation, that have proven to be effective. For
example, states like Tennessee and Massachusets do not have the ADDM network, but
these states have other programs for children with ASDs and other developmental
disabilitie. The state of Tennessee has a program called Tennessee’s Early Intervention
System (TEIS) for children, ages 0-2, with developmental disabilities. The primary goal
of TEIS is to help parents during their child’s most valuable and critical stages of
development and to promote the child’s participation in the community. Although, this
program does not monitor the number of children with ASDs (like the ADDM network),
it provides early intervention treatment and services, similar to the ADDM network.
Massachusetts has a population-based program that works in conjunction with the
National Center on Birth Defects and Developmetnal Disabilities (NCBDDD) that is
called the Centers for Birth Defects Research and Prevention (CBDRP). It is comprised
of professional staff from the Massachusetts Department of Public Health's Bureau of
Family and Community Health. The CBDRP is a statewide surveillance program that
collects information on recently diagnosed cases of children with birth defects in order to
measure the prevalence of birth defects in the population and to monitor the trends in
Massachusetts.
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There are several other states, such as Arkansas, California, Iowa, Texas, and
Utah that also have a CBDRP program. California not only has a CBDRP program for
children with birth defects, but it also conducts a statewide study supported by the
NCBDDD that focuses specifically on children diagnosed with ASDs called the Study to
Explore Early Development (SEED). As discussed in Chapter 3 (The Autism and
Developmental Disabilities Monitoring Network), SEED focuses on understanding early
childhood development in terms of the behavioral, genetic, physical, and pre-natal factors
that might be associated to a child being diagnosed with an ASD. Out of all of the states
(e.g., Colorado, Georgia, Maryland, North Carolina, and Pennsylvania) that conduct a
study through SEED, California is the only state that does not currently have the ADDM
network.
Another possible reason to explain why a state’s decision to apply for the ADDM
network is not impacted by the number of pediatricians and the number of Autistic
children in special education per 10,000 childen is the dynamic of state statutes and laws
for children with ASDs. For example, in Louisiana, Title V of the Children with Special
Health Services (CSHS) does not treat Autism specifically because it is not in the state’s
law, which mandates who (in terms of children) and what diagnoses that the CSHS can
treat. For this reason, CSHS in Louisiana has not focused directly on Autism. However,
since the number of children diagnosed with Autism has increased in the state, Louisiana
does address the six national performance measures (NPM) mandated in Title V’s
Children and Youth with Special Health Care Needs (CYSHCN) state plan for children
with special health care needs in general, including children with Autism. There is a state
law in Montana called the Autism Insurance Bill (referred to as Brandon’s Bill) that
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requires health insurance companies to cover children with ASDs from ages 3-19 with
applied behavioral analysis (ABA) intervention training services. Since this is a very
costly service ($50,00 per year cap for children ages 1-9 and then a $20,00 per year cap
for children ages 10-19), the state may not have other discretionary funds in its budget to
recruit the necessary manpower in order to apply for the ADDM network.
Finally, the economic indicators are examined, which includes the amount of
funds per Autistic child, the percentage of children living in poverty, and state financial
health. Tables 13 and 14 assess the relationship between the amount of funds per Autistic
child, the percentage of children in poverty, state financial health, and the state’s decision
to apply for the ADDM network. According to the findings H5 is accepted, which denotes
that “States that spend more per pupil for children with Autism in special education are
more likely to make the decision to apply for the ADDM network, compared to states that
spend less per pupil for children with Autism in special education.” There is a positive
correlation between the amount of funds per Autistic child in special education and the
state’s decision to apply for the ADDM network because the P-value (0.033) is
statistically significant at the .05 level. However, the coefficient (-.019447) reveals that
the “direction” of the relationship between the amount of funds per Autistic child in
special education and a state’s decision to apply for the ADDM network is negative. So,
as the amount of funds per Autistic child in special education that a state spends
increases, the likelihood associated with the state applying for the ADDM network goes
down. The odds ratio of .9807409 for funds per Autistic child in special education
indicates that states that spend more for Autistic children are 1 to .98 times to apply for
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the ADDM network or 2% less likely to apply for the ADDM network. Tables 13 and 14
detail the results.
Table 13

Interpreting the coefficients: Economic independent variables

Variable
Funds per Autistic Child
Children in Poverty
State Financial
Health/Health Care
Spending (per capita)
Cons

Coefficient Standard Error

Z-Score

P>|z|

-.019447
.1090044

.0091292
.0486195

-2.13
2.24

0.033**
0.025**

-.0000957

.0001886

-0.51

0.612

-1.525244

1.455027

-1.05

0.295

Significant: *p<.10, **p<.05, ***p<.01, ****p<.001
Prob > chi2 = 0.0230
Pseudo R2 = 0.0655
N-Size: 146
Table 14

Interpreting the odds ratio: Economic independent variables

Variable
Odds Ratio Standard Error
Funds per Autistic Child .9807409
.0089534
Children in Poverty
1.115167
.0542188
State Financial
Health/Health Care
.9999043
.0001886
Spending (per capita)
Significant: *p<.10, **p<.05, ***p<.01, ****p<.001
Prob > chi2 = 0.0230
Pseudo R2 = 0.0655
N-Size: 146

Z-Score
-2.13
2.24

P>|z|
0.033**
0.025**

-0.51

0.612

The notion that the amount of funds that states spend per pupil for children with
Autism in special education influences a state’s decision to apply for the ADDM network
suggests that many states understand the importance of basic monetary resources for
vulnerable populations, such as children with ASDs in special education. Nevertheless,
this form of state awareness could not have come at a much better time due to the fact
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that many states are facing budget cuts, which have greatly affected many states, not only
financially, but structurally (e.g., capacity, minimal staff, and manpower) in terms of
applying for the ADDM network. For example, the Texas Department of Aging and
Disability Services (DADS) is an agency that was interested in applying for the ADDM
network, but the agency did not have the infrastructure to create and manage such a
monitoring and surveillance system. Based on the federal guidelines established by the
Centers for Disease Control and Prevention (CDC), the state must have the ability to
carry out the proper surveillance techniques to conduct the public health research, by
either working as a representative with health and education agencies in the state (e.g.,
Department of Health and Education), universities, or partnering with other health care
agencies (Centers for Disease Control and Prevention, 2008). New Mexico experienced a
different situation. The state was not eligible to apply for the ADDM network because of
the state’s small population and consequent low birth rates. Similarly, due to financial
requirements and a lack of personnel to oversee the project, the Department of Behavioral
Health and Developmental Services in Virginia decided to partner with the Virginia
Department of Health to assist with applying for the ADDM network, but were not able
to receive assistance from them in 2009. In 2010, the Washington State Maternal &
Child Health agency was not able to apply for the ADDM network due to the economic
stability of the state (e.g., recession and budget) and not having enough manpower to
collect the data (e.g., formulating chart reviews as data).
For the second economic indicator, the association between the percent of
children in poverty and a state’s decision to apply for the ADDM network is statistically
significant at the .05 level. This supports H6, which emphasizes “States that have a
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higher percentage of children living in poverty are more likely to make the decision to
apply for the ADDM network, compared to states with a smaller percentage of children
living in poverty.” Based on the coefficient, as the percentage of children living in
poverty increases, the likelihood of the state applying for the ADDM network also
increases. Thus, the odds ratio (1.115167) indicates that for every 1-unit increase in the
percentage of children living in poverty, the state is 1 to 1.12 times to apply for the
ADDM network or 12% more likely to apply for the ADDM network.
Lastly, for the third economic indicator, there is a negative relationship between
state financial health, which is defined as health care expenditures per capita by state of
residence, and state’s decision to apply for the ADDM network. The findings refute H7,
which denotes that “States that spend more on health care per capita are more likely to
make the decision to apply for the ADDM network, compared to states that spend less on
health care per capita”
Although the findings may be misleading, according to a report conducted by the
Department of Health and Human Services (2008), as a result of rising health care costs
consuming such a large percentage of state and local revenues (14% in 1987 to 22% in
2000), there is a negative impact on the sustainability of many of the states’ economies in
terms of being able to spend money on health care to meet the needs of its population
(DHHS, 2008; Cowan, McDonnell, Levit, and Zezza, 2002). Another possible
explanation as to why states that spend more on health care are less likely to apply for the
ADDM network is because the majority of a state’s health care budget is utilized for
Medicaid, which is the “nation’s largest single public payer of long-term cares services; a
major funding source for children and a key financial resource for persons with
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developmental disabilities” (Kaiser Family Foundation, 2006; Ruble et al., 2005, p. 4).
For example, in 2009 Mississippi’s total Medicaid spending was almost $4 million
($3,947,805,053), compared to Utah’s total Medicaid spending of nearly $2 million
($1,629,254,870) (Kaiser Family Foundation, 2009). Paradoxically, although Mississippi
spends more for Medicaid, the state does not have the ADDM network, unlike Utah,
which spends almost half of the amount of money on Medicaid that Mississippi spends,
but does currently administer the ADDM network.
Tables 15 and 16 summarize the regression estimates (i.e., coefficients and odds
ratio) for the relationship between a state’s decision to apply for the ADDM network and
all of the independent variables in the model. The strength of states’ decision to apply for
the ADDM network is shown as a function of political party identification (e.g.,
Democratic governor and Democratic-controlled legislature), Medicaid HCBS waiver,
pediatricians, Autistic children in special education, funds per Autistic child, children in
poverty, and health care expenditures per capita (i.e., state financial health).
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Table 15

Interpreting the coefficients: All independent variables

Variable
Coefficient
Standard Error
DemGov
-.0961092
.4664022
DemLeg
-.5187921
.5271579
Medicaid
1.245245
.5385544
Pediatricians
.3135626
.1526475
Autistic Children
-.0319162
.0328652
Funds per Autistic Child
-.0248343
.015374
Children in Poverty
.1605277
.0556744
State Financial
Health/Health Care
-.0002118
.0003323
Spending (per capita)
Cons
-2.68817
1.819152
Significant: *p<.10, **p<.05, ***p<.01, ****p<.001
Prob > chi2 = 0.0069
Pseudo R2 = 0.1449
N-Size: 146
Table 16

Z-Score
-0.21
-0.98
2.31
2.05
-0.97
-1.62
2.88

P>|z|
0.837
0.325
0.021**
0.040**
0.331
0.106
0.004***

-0.64

0.524

-1.48

0.139

Interpreting the odds ratio: All independent variables

Variable
Odds Ratio
Standard Error
DemGov
.9083648
.4236634
DemLeg
.5952391
.313785
Medicaid
3.473787
1.870823
Pediatricians
1.368291
.2088662
Autistic Children
.9685878
.0318328
Funds per Autistic Child
.9754715
.0149969
Children in Poverty
1.17413
.065369
State Financial
Health/Health Care
.9997882
.0003323
Spending (per capita)
Significant: *p<.10, **p<.05, ***p<.01, ****p<.001
Prob > chi2 = 0.0069
Pseudo R2 = 0.1449
N-Size: 146

Z-Score
-0.21
-0.98
2.31
2.05
-0.97
-1.62
2.88

P>|z|
0.837
0.325
0.021**
0.040**
0.331
0.106
0.004***

-0.64

0.524

The results reveal a significant relationship in the whole model among the
Medicaid HCBS waiver, the number of pediatricians, the percentage of children living in
poverty, and a state’s decision to apply for the ADDM network. States that have the
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Medicaid HCBS (Autism-specific) waiver, a larger number of pediatricians per 10,000
children, and a higher percentage of children in poverty influence a state’s decision to
apply for the ADDM network. In terms of the Medicaid HCBS (Autism-specific) waiver
variable, the findings support H2, which indicates that “States that have a Medicaid
HCBS (Autism-specific) waiver, Section 1915C, specifically for children with ASDs, are
more likely to make the decision to apply for the ADDM network, compared to states that
do not have the Medicaid HCBS (Autism-specific) waiver.” The P-value of 0.021 for the
Medicaid HCBS waiver indicates that the variable is statistically significant at the .05
level. The coefficient (1.245245) reveals that the “direction” of the relationship between
states that have the Medicaid HCBS (Autism-specific) waiver and a state’s decision to
apply for the ADDM network is positive. So, if the state has the Medicaid HCBS
(Autism-specific) waiver, the likelihood associated with the state making the decision to
apply for the ADDM network is higher. Furthermore, the odds ratio (3.473787) reveals
that the state is 1 to 3.47 times to apply for the ADDM network or 247% more likely to
apply for the ADDM network. Next, for the pediatrician variable, the findings support
H3, which indicated that “States that have a greater number of pediatricians are more
likely to make the decision to apply for the ADDM network, compared to states with a
smaller number of pediatricians.” The P-value of 0.040 for pediatricians indicates that
the variable is statistically significant at the .05 level. The coefficient (.3135626)
indicates that the relationship is positive for the number of pediatricians per 10,000
children and a state’s decision to apply for the ADDM network. The odds ratio value of
1.368291 indicates that states that have a greater number of pediatricians are 1 to 1.37
times to apply for the ADDM network or 37% more likely to apply for the ADDM
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network. Lastly, for the poverty variable, the findings support H6, which emphasizes that
“States that have a higher percentage of children living in poverty are more likely to
make the decision to apply for the ADDM network, compared to states with a smaller
percentage of children living in poverty” because the P-value (0.004) is significant at the
.01 level. Based on the coefficient (.1605277) the direction of the relationship is positive,
so as the percentage of children living in poverty increases, the likelihood of the state
applying for the ADDM network also increases. The odds ratio (1.17413) reveals that for
every 1-unit increase in the percentage of children living in poverty, the state is 1 to 1.17
times to apply for the ADDM network or 17% more likely to apply for the ADDM
network.
The aforementioned findings are supported because they display a positive
reflection on the overall efforts of the National Center on Birth Defects and
Developmental Disabilities (NCBDDD). After being established in 2001 as a result of
the Children’s Health Act of 2000, one of the program’s main goals was to bring national
awareness and a focus on public health in relation to child development, developmental
disabilities, and birth defects through programs like the Metropolitan Atlanta
Developmental Disabilities Surveillance Program (MADDSP); Centers for Autism and
Developmental Disabilities Research and Epidemiology (CADDRE); Study to Explore
Early Development (SEED); and the Autism and Developmental Disabilities Monitoring
Network (ADDM). Specifically, as one of the major components of the program’s
efforts, the surveillance and monitoring are techniques that the programs use to identify
children with ASDs by searching the records of reliable systems and sources in the state,
such as state programs (e.g., Medicaid), schools (e.g., special education programs),
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hospitals, and medical professionals (e.g., pediatricians). Most importantly, these sources
and individuals contain information relating to the treatment and evaluation methods for
children with ASDs.
Additionally, the ability of the programs to gather the methodology relies on a
very significant law, the Individuals with Disabilities Education Act, IDEA (Part B of
Public Law 94-124), which mandates that “the public schools provide a free and
appropriate education for all disabled children between the ages of 3 and 21 years
(Division of Birth Defects and Developmental Disabilities: Metropolitan Atlanta
Developmental Disabilities Surveillance Program, 2011, p.1)
As demonstrated in Tables 15 and 16, the Democratic governor and Democraticcontrolled legislature variables are not significant. Many researchers may perhaps
question why political party control does not impact a state’s decision to apply for the
ADDM network. Therefore, Tables 17 and 18 presents the relationship between a state’s
decision to apply for the ADDM network and all of the independent variables in the
model, while controlling for political party identification in terms of the Republican
Party.
The results, while controlling for the Republican Party are similar in some aspects
and different in other aspects to the results, while controlling for the Democratic Party.
Similarly, the Medicaid HCBS waiver, number of pediatricians, and children in poverty
variables are statistically significant, when controlling for the Republican Party. This
indicates that there is a positive correlation between the variables at 0.022, 0.008, and
0.001 (P-values), respectively, and a state’s decision to apply for the ADDM network.
Both models as a whole are statistically significant (e.g., Prob > chi2 = 0.0069 in
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controlling for the Democratic Party; Prob > chi2 = 0.0012 in controlling for Republican
Party). Furthermore, based on the coefficients, the direction of the relationship among
the variables is positive in both political party control models. Specifically, if the state
has the Medicaid HCBS (Autism-specific) waiver, a greater number of pediatricians, and
a higher percentage of children living in poverty, the likelihood of the state making the
decision to apply for the ADDM network increases.
While examining the differences between these two political party control
indicators (i.e., Democratic governor/legislature and Republican governor/legislature),
the first major difference is that the Republican-controlled legislature variable is
statistically significant (P-value = 0.022) at the .05 level. This is totally different from
the model (Tables 15 and 16) when controlling for the Democratic Party because even
though the model as a whole is statistically significant, neither one of the independent
variables (i.e., governor and legislature) are significant. Accordingly, as a result of the
Republican-controlled legislature variable being significant reveals that political party
identification in terms of Republican control is a significant component in a state’s
decision to apply for the ADDM network. The finding is supported because out of the six
states (e.g., Arizona, Georgia, Maryland, New Jersey, South Carolina, and West Virginia)
that administered the ADDM network in 2000, New Jersey and South Carolina are the
two states that had a Republican-controlled legislature. Out of the nine states (e.g.,
Alabama, Arizona, Georgia, Maryland, Missouri, New York, North Carolina, South
Carolina, and Wisconsin) that administered the ADDM network in 2004, Arizona,
Georgia, South Carolina, and Wisconsin are the four states that had a Republicancontrolled legislature at the time. In 2008, out of the 14 states (e.g., Alabama, Arizona,
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Arkansas, Colorado, Florida, Georgia, Maryland, Missouri, New York, North Carolina,
Pennsylvania, South Carolina, Utah, and Wisconsin) that administered the ADDM
network, Arizona, Georgia, South Carolina, and Utah had a Republican-controlled
legislature. Throughout the years 2000-2008, Arizona, Georgia, and South Carolina were
three states that had some consistency in terms of the state legislature being controlled by
the Republican Party.
Another difference is in the interpretation of the coefficients. For example, in the
model controlling for the Republican Party, the direction of the relationship is positive for
the Republican-controlled legislature (1.316785) and the state’s decision to apply for the
ADDM network. In contrast, in the model controlling for the Democratic Party, the
direction of the relationship is negative for the Democratic-controlled legislature
(-.5187921) and the state’s decision to apply for the ADDM network. See Tables 17 and
18 for the Republican Party findings:
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Table 17

Interpreting the coefficients: All independent variables, controlling for a
republican governor and legislature

Variable
Coefficient
Standard Error
RepGov
-.0397915
.4849025
RepLeg
1.316785
.5748933
Medicaid
1.267641
.5532806
Pediatricians
.4274761
.1623569
Autistic Children
-.0232908
.0334363
Funds per Autistic Child
-.0218523
.0150259
Children in Poverty
.1882834
.0591655
State Financial
Health/Health Care
-.0003436
.0003449
Spending (per capita)
Cons
-4.360059
2.066356
Significant: *p<.10, **p<.05, ***p<.01, ****p<.001
Prob > chi2 = 0.0012
Pseudo R2 = 0.1767
N-Size: 146
Table 18

Z-Score
-0.08
2.29
2.29
2.63
-0.70
-1.45
3.18

P>|z|
0.935
0.022**
0.022**
0.008***
0.486
0.146
0.001****

-1.00

0.319

-2.11

0.035

Interpreting the odds ratio: All independent variables, controlling for a
republican governor and legislature

Variable
Odds Ratio
Standard Error
RepGov
.9609897
.4659863
RepLeg
3.731407
2.145161
Medicaid
3.552463
1.965509
Pediatricians
1.533383
.2489552
Autistic Children
.9769784
.0326665
Funds per Autistic Child
.9783847
.0147011
Children in Poverty
1.207176
.0714231
State Financial
Health/Health Care
.9996565
.0003448
Spending (per capita)
Significant: *p<.10, **p<.05, ***p<.01, ****p<.001
Prob > chi2 = 0.0012
Pseudo R2 = 0.1767
N-Size: 146

Z-Score
-0.08
2.29
2.29
2.63
-0.70
-1.45
3.18

P>|z|
0.935
0.022**
0.022**
0.008***
0.486
0.146
0.001****

-1.00

0.319

In addition, the odds ratio also reveals differences between these two parties.
While controlling for the Republican Party, the odds ratio value of (3.731407) reveals
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that states that have a Republican legislature are 1 to 3.73 times to apply for the ADDM
network or 273% more likely to apply for the ADDM network. States that have the
Medicaid HCBS (Autism-specific) waiver are 1 to 3.55 times to apply for the ADDM
network or 255% more likely to apply for the ADDM network (the percentage is 247%
for the Medicaid HCBS (Autism-specific) waiver when controlling for the Democratic
Party). States that have a greater number of pediatricians are 1 to 1.53 times to apply for
the ADDM network or 53% more likely to apply for the ADDM network when
controlling for the Republican Party (the percentage is 37% (16% less) for pediatricians
when controlling for the Democratic Party). Finally, when controlling for the Republican
Party, states that have a high percent of children living in poverty are 1 to 1.21 times to
apply for the ADDM network or 21% more likely to apply for the ADDM network (the
percentage is 17% for children living in poverty when controlling for the Democratic
Party).
As mentioned, Republican Party control, specifically a Republican-controlled
legislature is a very good indicator of states’ decision to apply for the ADDM network.
This clearly repudiates the theoretical argument that states with a Democratic governor
and a Democratic-controlled legislature are more conducive to making the decision to
apply for the ADDM network. However, this raises concern over what role political
officials (i.e., Republican legislature) should play in the grant process. Are politicians
needed to make decisions in the application process for the ADDM network or should
they be removed totally from the ADDM network application process? Furthermore, the
chi-square (Prob > chi2) value of 0.0012 indicates that the whole model is statistically
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significant and the Pseudo R2 value of 0.1767 indicates that the strength of the model is
good.
In order to expand my research, another variable was included in the study. There
are several states that reapplied for the ADDM network throughout the years 2000-2008.
For example, Arizona applied for the grant in 2000, 2004 and 2008. Thus, the theory that
supports the state’s action is the idea of bureaucratic incrementalism. In particular, this
theory indicates that states that have the ADDM network are more likely to apply again
because as a result of human nature, individuals (in this case states or bureaucracies) have
a tendency to repeat the things that have been done before and avoid doing new things,
especially if they have proven to be successful. In other words, bureaucracies, once they
have put in the work necessary to complete the application process and have the
resources to carry out the proper monitoring techniques are very likely to reapply for the
ADDM network grant again. Tables 19 and 20 demonstrate the relationship between a
states’ decision to apply for the ADDM network, all of the original independent
variables, and the new variable (Prior Application), while controlling for the Republican
Party.
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Table 19

Interpreting the coefficients: All original independent variables & new prior
application variable, controlling for a republican governor and legislature

Variable

Coefficient
-.2913764
1.273984
.3479487
.7800425
.0073412
-.0166891
.214066

Standard Error
.6958405
.8128243
.7737368
.2800099
.0545111
.0191053
.0894532

RepGov
RepLeg
Medicaid
Pediatricians
Autistic Children
Funds per Autistic Child
Children in Poverty
State Financial
Health/Health Care
-.001646
.000621
Spending (per capita)
Prior Application
4.877233
.9819671
Cons
-2.87654
3.041946
Significant: *p<.10, **p<.05, ***p<.01, ****p<.001
Prob > chi2 = 0.0000
Pseudo R2 = 0.5176
N-Size: 146
Table 20

Z-Score
-0.42
1.57
0.45
2.79
0.13
-0.87
2.39

P>|z|
0.675
0.117
0.653
0.005***
0.893
0.382
0.017**

-2.65

0.008***

4.97
-0.95

0.000****
0.344

Interpreting the odds ratio: All original independent variables & new prior
application variable, controlling for a republican governor and legislature

Variable

Odds Ratio
.7472343
3.575068
1.41616
2.181565
1.007368
.9834494
1.238704

Standard Error
.5199559
2.905902
1.095735
.6108597
.0549128
.0187891
.1108061

RepGov
RepLeg
Medicaid
Pediatricians
Autistic Children
Funds per Autistic Child
Children in Poverty
State Financial
Health/Health Care
.9983553
.00062
Spending (per capita)
Prior Application
131.2669
128.8998
Significant: *p<.10, **p<.05, ***p<.01, ****p<.001
Prob > chi2 = 0.0000
Pseudo R2 = 0.5176
N-Size: 146
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Z-Score
-0.42
1.57
0.45
2.79
0.13
-0.87
2.39

P>|z|
0.675
0.117
0.653
0.005***
0.893
0.382
0.017**

-2.65

0.008***

4.97

0.000****

According to the results, there is a positive correlation between the number of
pediatricians in a state, the child poverty level, the amount of funds that states spend on
health care, states having a prior application or re-applying for the ADDM network, and
the states’ decision to apply for the ADDM network. The model as a whole is
statistically significant at the .0001 level (Prob > chi2 = 0.000). Most importantly, the
P-value of 0.000 for the new prior application variable is strongly significant; thus
supporting the idea that bureaucracies, once they have completed an application and have
the necessary resources to monitor and track children with Autism and other
developmental disabilities are very likely to apply for the ADDM network a second
and/or third time. Now, the Republican-controlled legislature variable is no longer
significant, which suggest, in short, that politics is only marginally important; however,
when considering politics a Republican-controlled legislature that has not previously
applied for the ADDM network is more likely to make the decision to apply for the
ADDM network, as presented in Tables 19 and 20. Furthermore, the direction of the
coefficients for pediatricians, child poverty, and state financial health/health care per
capita are the same as in the models without the prior application variable.
Based on the odds ratio, for every 1-unit increase in the number of pediatricians,
states are 1 to 2.18 times to apply for the ADDM network or 118% more likely to apply
for the ADDM network. Next, for every 1-unit increase in the child poverty level, states
are 1 to 1.24 times to apply for the ADDM network or 24% more likely to apply for the
ADDM network. Finally, for every 1-unit increase in the amount funds that states spend
for health care (per person), they are 1 to .998 times to apply for the ADDM network or
are two-tenths of one percent less likely to apply for the ADDM network. In conclusion,
111

these two models (Tables 19 and 20) indicate that the general decision making
environment that was discovered in the earlier tables no longer holds up when
considering the bureaucratic incrementalism effect. However, this conclusion is not as
critical as one might think because the positive development for the number of
pediatricians and the child poverty levels that has been consistent throughout all of the
tables indicates that states are still driven to apply based on these two structural and
economic variables.
Multicollinearity
The Philip B. Ender Statistical Computing and Consulting Collinearity Diagnostic
package was used to tests for multicollinearity in order to determine if any of the
independent variables were highly related or redundant in their impact on the dependent
variable. The initial test for multicollineairty identified that there is no multicollinearity
between the independent variables. The variance inflation factors (VIF’s) were less than
10 (i.e., VIF<10) for all of the independent variables. The results of this analysis are
depicted in Table 21 below.
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Table 21

Multicollinearity: Independent variables

Variable
Coefficient Standard Error Z-Score
P>|z|
RepGov
-.2913764
.6958405
-0.42
0.675
RepLeg
1.273984
.8128243
1.57
0.117
Medicaid
.3479487
.7737368
0.45
0.653
Pediatricians
.7800425
.2800099
2.79
0.005***
Autistic Children
.0073412
.0545111
0.13
0.893
Funds per Autistic
-.0166891
.0191053
-0.87
0.382
Child
Children in Poverty
.214066
.0894532
2.39
0.017**
State Financial
Health/Health Care
-.001646
.000621
-2.65 0.008***
Spending (per capita)
Prior Application
4.877233
.9819671
4.97 0.000****
Cons
-2.87654
3.041946
-0.95
0.344
Significant: *p<.10, **p<.05, ***p<.01, ****p<.001
Prob > chi2 = 0.0000
Pseudo R2 = 0.5176
N-Size: 146

VIF’S
1.08
1.32
1.20
1.79
2.60
1.33
1.27
2.60
1.20

Outliers
In order to detect for potential influential observations influencing the results, the
standardized Pearson residuals (equivalent to studentized residuals in OLS regression),
the Pregibon leverage (equivalent to hat-values in OLS regression) and the Pregibon
Delta-Beta influence statistic (equivalent to the Cook’s D statistic in OLS regression), are
assessed in logistic regression. The standardized Pearson residuals are significant
because they identify extreme cases in the dependent variable based upon the difference
between the observed value and the predicted value. There are several states that
exceeded Fox’s (1991) recommended value of +/-2 when assessing the standardized
Pearson residuals as mentioned in Table 22 below. Even though these seven states were
identified as extreme cases, it is important to remember that all seven states administered
the ADDM network in 2000, 2004, and 2008.
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Table 22

Testing for influential observations

Standardized Pearson Residuals
Critical Value +/-2
Georgia (2000)
New Jersey (2000)
South Carolina (2000)
West Virginia (2000)
Arkansas (2004)
Pennsylvania (2004)
Utah (2004)

Value
2.414472
2.199547
2.673864
4.470654
-2.269319
-2.644834
-2.113292

In addition, the computed Pregibon leverage measures (equivalent to hat-values in
OLS regression) are important because they identify outliers based on the independent
variables in terms of assessing the values that have the largest impact. There are several
cases that exceeded the recommended critical value (0.1369863014) that is associated
with the hat-values, as indicated in Table 23 below.
Table 23

Testing for influential observations

Pregibon Leverage/Hat-Value
Formula: 2(K+1)/N
Critical Value: 0.1369863014
State
Arizona (2000)
California (2000)
Hawaii (2000)
Louisiana (2000)
Maryland (2000)
New Mexico (2000)
New York (2000)
Oregon (2000)
Alabama (2004)
Arkansas (2004)

Value

State

Value

State

Value

.1407721
.1692726
.1873584
.194937
.2509071
.2164227
.182803
.2834249
.1407759
.1563876

Colorado (2004)
Louisiana (2004)
Missouri (2004)
Montana (2004)
New Jersey (2004)
New York (2004)
Oregon (2004)
Utah (2004)
West Virginia (2004)
Wisconsin (2004)

.3337203
.1597344
.1410358
1.0600
.1711626
.1480435
.1703914
.1540824
.222772
.158685

Wyoming (2004)
Alabama (2008)
Arkansas (2008)
Colorado (2008)
Florida (2008)
Mississippi (2008)
Montana (2008)
New Jersey (2008)
New York (2008)
Utah (2008)

1.0700
.149019
.1533388
.1766391
.1832232
.2262387
5.5400
.2316062
.1843865
.2103534
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Finally, the Pregibon Delta-Beta influence statistic (i.e., Cook’s D statistic),
which according to Fox (1991) outweighs both the standardized residuals and leverage or
hat-value, assesses the function of both the dependent and independent variables. There
are several states that exceeded the recommended value (0.0294117647) that is associated
with the Pregibon Delta-Beta influence statistic (i.e., Cook’s D statistic) in logistic
regression. Table 24 is a depiction of the findings.
Table 24

Testing for influential observations

Cook’s D Statistic
Formula 4/(N-K-1)
Critical Value:
0.0294117647
State
Arizona (2000)
California (2000)
Georgia (2000)
Hawaii (2000)
Louisiana (2000)
Maryland (2000)
New Jersey (2000)
New York (2000)
Oregon (2000)
South Carolina (2000)
West Virginia (2000)
Alabama (2004)
Alaska (2004)
Arkansas (2004)
Colorado (2004)
Iowa (2004)
Montana (2004)

Value

State

Value

State

.3878618 New Jersey (2004) .4145345 Montana (2008)
.1652116 North Dakota (2004) 2.3100 Nevada (2008)
.4217046 Pennsylvania (2004) .7553775 New Hampshire
(2008)
.2151315 South Carolina
.0421576 New Jersey (2008)
(2004)
.2298718 Utah (2004)
.8134742 New York (2008)
.4056614 West Virginia (2004) .1687829 North Dakota (2008)
.7592098 Wisconsin (2004)
.0945965 Pennsylvania (2008)
.5204082 Wyoming (2004)
4.9900 South Dakota (2008)
.5426211 Alabama (2008)
.2764692 Utah (2008)
.9021449 Alaska (2008)
1.0900 West Virginia (2008)
1.258644 Arkansas (2008)
.1054837 Wisconsin (2008)
.2087803 Colorado (2008)
.1570365 Wyoming (2008)
4.1200 Delaware (2008)
2.2600
.9546641 Florida (2008)
.2866847
.8046699 Iowa (2008)
7.0300
4.8700 Maine (2008)
4.7500
3.2800 Mississippi (2008)
.2633552

Value
2.4000
8.1500
8.5900
.5121098
.6382845
1.1600
.2989404
4.5500
.1358861
.0394232
.7649254
6.8700

Although influential observations can fundamentally change the regression
equation, it is not always good to take cases (N) out because as a researcher I am loosing
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valuable data. Furthermore, by eliminating influential observations, it would make the
logistic regression analysis less generalizable and my data will not be as effective.
However, alternative models were analyzed without New Hampshire (2008) and Nevada
(2008), given that these states were identified with really big Pregibon Delta-Beta
influence measures of 8.5900 and 8.1500, respectively. Thus, the analysis was conducted
to assess if deleting these cases might provide greater insight and change the results.
Tables 25 and 26 present the findings.
Table 25

Interpreting the coefficients: Without New Hampshire (2008)

Variable
Coefficient
Standard Error
RepGov
-.2911523
.6957219
RepLeg
1.273153
.81282473
Medicaid
.3485958
.7737532
Pediatricians
.7795729
.2801176
Autistic Children
.0073185
.0544986
Funds per Autistic Child -.0166915
.0191042
Children in Poverty
.2139
.0895047
State Financial
Health/Health Care
-.0016448
.0006215
Spending (per capita)
Prior Application
4.874971
.9828301
Cons
-2.874909
3.041429
Significant: *p<.10, **p<.05, ***p<.01, ****p<.001
Prob > chi2 = 0.0000
Pseudo R2 = 0.5162
N-Size: 145
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Z-Score
-0.42
1.57
0.45
2.78
0.13
-0.87
2.39

P>|z|
0.676
0.117
0.652
0.005***
0.893
0.382
0.017**

-2.65

0.008***

4.96
-0.95

0.000****
0.345

Table 26

Interpreting the coefficients: Without Nevada (2008)

Variable
Coefficient
Standard Error
RepGov
-.2902953
.6959265
RepLeg
1.271738
.8133896
Medicaid
.3485708
.7736555
Pediatricians
.7789208
.2804718
Autistic Children
.0073182
.0544848
Funds per Autistic Child
-.0167056
.0191098
Children in Poverty
.2137483
.0895554
State Financial
Health/Health Care
-.001644
.0006216
Spending (per capita)
Prior Application
4.873317
.9832543
Cons
-2.870221
3.043019
Significant: *p<.10, **p<.05, ***p<.01, ****p<.001
Prob > chi2 = 0.0000
Pseudo R2 = 0.5147
N-Size: 144

Z-Score
-0.42
1.56
0.45
2.78
0.13
-0.87
2.39

P>|z|
0.677
0.118
0.652
0.005***
0.893
0.382
0.017**

-2.64

0.008***

4.96
-0.94

0.000****
0.346

The only change after deleting New Hampshire and Nevada is that it weakened
the strength of the original model (N-Size =146) because the Pseudo R2 value (0.5176) of
the original model in Tables 19 and 20 was changed to 0.5162 (N-Size =145; Table 25)
and 0.5147 (N-Size = 144; Table 26). Furthermore, it is important to recognize that New
Hampshire has the lowest percentage of children living in poverty (6%) out of the fifty
states, which is valid reasoning to leave the state within the particular model. Finally,
everything else remained stable, so it is important to recognize that the removal of the
most egregious influential outliers does not change the substantive results.
Discussion
The previous studies help develop my hypotheses of a positive relationship
between a state’s decision to apply for the ADDM network and the selection of various
independent variables included in my model: state’s political party identification
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(Democratic governor and legislature); the Medicaid HCBS (Autism-specific) waiver;
number of pediatricians per 10,000 children; number of children with Autism in special
education per 10,000 children; funds per Autistic child; percent of children living in
poverty; and health care expenditures per capita. Therefore, the purpose of this
dissertation is to evaluate the hypotheses presented in Chapter 4 and to consider the
potential influence of these factors on a state’s decision to apply for the ADDM network.
Thus, the objective of this dissertation is to, first, understand the differences among the
states in the implementation/adoption of the ADDM network and, second, to determine
what state characteristics are associated with the likelihood of a state applying for the
ADDM network.
Guided by the hypothesis and the objectives, the underlying questions of this
research ask: “What are the factors that influence whether some states applied for the
ADDM network and other states did not?” (Main research question) and “How many
states applied for the ADDM network in the years 2000, 2004, and 2008?” (Secondary
research question). The analysis of the relationship between the full model of the
independent variables (Tables 17 and 18, controlling for the Republican Party; Tables 19
and 20) indicates a complex set of factors associated with a state’s decision to apply for
the ADDM network.
H1(a) theorizes that “States with a Democratic governor are more likely to apply
for the ADDM network, compared to states with a Republican governor” and H1(b)
theorizes that “States with a Democratic-controlled legislature are more likely to apply
for the ADDM network, compared to states with a Republican-controlled legislature.”
Surprisingly, these hypotheses are not supported by the analysis (Tables 9 and 10). One
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explanation why Democratic political party control does not impact a states’ decision to
apply for the ADDM network is the grant application may not have come directly from
the state governor and legislative office, but from other entities, such as universities, state
health departments, and other agencies. However, there might be one exception to these
findings according to a policymaker at the Developmental Disabilities Division at the
Hawaii State Department of Health. In Hawaii, implementation of monitoring and
surveillance techniques for children with ASDs and other developmental disabilities
resulted in a “huge” political battle between the Hawaii Department of Education, the
governor, and the legislature. The Department of Education is controlled by an
independent board of elected individuals who make policy decisions about services for
children with Autism and other developmental disabilities and not the governor or the
legislature. One previous example of this political struggle occurred in 2005, when the
Democratic-controlled legislature established an Autism Task Force to create an
Insurance Parity Bill for Autistic children. The bill was established because most parents
of Autistic children have to use private insurance with a disclaimer that does not provide
all of the necessary services. Unfortunately, the bill was not passed. Ironically, at the
time the state of Hawaii had a Republican governor, Linda Lingle, whose governorship
was from 2002-2010 (succeeded by Neil Abercrombie, a Democrat, after the governor
elections in mid-December 2010). Thus, the state of Hawaii might be an exception
because of the uniqueness of its political system.
H2 theorizes, “States that have a Medicaid HCBS (Autism-specific) waiver,
Section 1915C, specifically for children with ASDs, are more likely to make the decision
to apply for the ADDM network, compared to states that do not have the Medicaid HCBS
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(Autism-specific) waiver.” There is a positive association between a state’s decision to
apply for the ADDM network and whether the state has a Medicaid HCBS (Autismspecific) waiver (Tables 11 and 12). Unlike the first hypothesis, there is a statistically
significant relationship in the implementation of the Medicaid HCBS (Autism-specific)
waiver and the state’s decision to apply for the ADDM network (H2). This independent
variable helps answer the main research question: “What factors influence whether some
states applied for the ADDM network and other states did not?” States that have the
Medicaid HCBS (Autism-specific) waiver are 177% more likely to make the decision to
apply for the ADDM network. Various explanations were discussed that give credibility
to this reasoning. For example, there are several states like Michigan, Hawaii, and
Montana that implement the Medicaid HCBS (Autism-specific) waiver and have been
successful in the implementation of the waiver within the state. In particular, the state of
Michigan not only used the Medicaid HCBS (Autism-specific) waiver to provide the
basic resources and services for children with ASDs, but the state has a support system
through various specialty services (e.g., occupational therapy, physical therapy, hearing
and language therapy, case management) that it provides for children and adults with
ASDs and other developmental disabilities. Furthermore, Dr. Grandin indicated that
generally Medicaid is an important health care program because the standard services that
children with Autism receive through Medicaid are critical for their development. Thus,
the standard Medicaid services, along with the specialty services provided through the
Medicaid HCBS (Autism-specific) waiver, both provide the essential resources and
services for children with Autism and other developmental disabilities. Furthermore, the
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state of Hawaii offers both Medicaid HCBS services (e.g., personal assistance and respite
care) and treatment or a psychologist through the Medicaid State Plan.
H3 theorizes, “States that have a greater number of pediatricians per 10,000
children are more likely to make the decision to apply for the ADDM network, compared
to states with a smaller number of pediatricians per 10,000 children.” This association is
not statistically significant when examining the reduced model of the three structural
administrative variables (i.e., Medicaid HCBS waiver, pediatricians, and Autistic
children) (Tables 11 and 12). The finding does not support hypothesis three.
H4 hypothesizes, “States that a have a higher number of children with Autism in
special education per 10,000 children are more likely to make the decision to apply for
the ADDM network, compared to states with a smaller number of children with Autism
in special education per 10,000 children.” This association is not statistically significant,
refuting hypothesis 4. However, even though this variable is not statistically significant,
there are several explanations that were discussed in the literature in Chapter 4 that may
help explain why states with a higher number of children with Autism in special
education per 10,000 children are less likely to apply for programs, such as the ADDM
network. For example, some states may have other programs for children with Autism
who are not enrolled in special education, like Tennessee and Massachusetts. State
statutes and laws also play a major role in providing support for children with Autism and
other developmental disabilities in special education, such as in Louisiana (e.g., Title V
of the Children with Special Health Services) and Montana (e.g., Autism Insurance Bill).
Although the Individuals with Disabilities Education Act (IDEA) mandates that all states
provide a “free and appropriate” public school education for children with disabilities
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(ages 3-21), the act does not “specifically” specify how each state can provide this free
and appropriate education. This leaves a wide margin of discretion for the state. Overall,
the affect of state statutes, laws, and mandates of the IDEA relate to the dissertation
findings because these factors can influence how much a state spends per pupil for
children with Autism in special education or for health care (per person).
Moving on to a variable that looks at the economic characteristics of the states, H5
hypothesizes, “States that spend more per pupil for children with Autism in special
education are more likely to make the decision to apply for the ADDM network,
compared to states that spend less per pupil for children with Autism in special
education.” This association is statistically significant when examining the reduced
model of the three economic variables (i.e., funds per Autistic child in special education
per 10,000 children, percent of child poverty, and health care spending per capita)
(Tables 13 and 14). This finding supports hypothesis 5.
H6 theorizes, “States that have a higher percentage of children living in poverty
are more likely to make the decision to apply for the ADDM network, compared to states
with a smaller percentage of children living in poverty.” This relationship is statistically
significant, which supports the hypothesis (Tables 13 and 14). The highest percentage of
children in poverty among the states is 31% as compared to a low of 6% of children
living in poverty among the states. Thus, measuring the percent of child poverty is
essential because it provides first-hand knowledge of the needs of children within the
state as well as how state policymakers should best addresses those needs. This
independent variable helps answer, “What are the factors that influence whether some
states applied for the ADDM network and other states did not?” (Main research question)
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because it indicates that child poverty impacts whether a state will make the decision to
apply for the ADDM network.
The finding that states with a higher percent of children living in poverty are more
likely to make the decision to apply for the ADDM network is further supported because
the Centers for Medicare and Medicaid contends that child poverty impacts the economic
stability of the state. In particular, the percentage of children living in poverty in a state
is directly related to the number of uninsured children in the state (Menifield and
Fletcher, 2004). As a result, the more children who are uninsured, the more Medicaid
funds the state will have to spend to care for these children in the future. Accordingly,
the percentage of children living in poverty in a state impacts the state’s decision to apply
for the ADDM network.
H7 hypothesizes, “States that spend more on health care per capita are more likely
to make the decision to apply for the ADDM network, compared to states that spend less
on health care per capita.” Unlike, the percent of child poverty variable, the association
for health care spending per capita is not statistically significant (Tables 13 and 14),
refuting hypothesis 7. This variable is unique because one might reasonably predict that
states that spend more on health care are more likely to apply for the ADDM network
because states are concerned with inherently maintaining the health of its citizens.
However, some explanations addressed in the literature in Chapter 4 that may help
explain why health care spending per capita is not linked to a state’s decision to apply for
the ADDM network includes increases in state health care spending. This consumes a
large percentage of state revenues. As a result, there has been major budget cuts to state
health departments (SHDs). Furthermore, increases in state Medicaid spending, which
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are necessary to provide adequate health care to its citizens, are overwhelming many state
health care budgets. As a result, many states do not have either the financial means or
resources to apply for other programs, like the ADDM network.
Tables 15, 16, 17, and 18 present the relationship between a state’s decision to
apply for the ADDM network and all of the independent variables in the model, while
controlling for party identification of the governorship and legislature. This full model
presents a comprehensive depiction of the relationship between the dependent variable
(states’ decision to apply for the ADDM network) and the independent variables (the
implementation of the Medicaid HCBS (Autism-specific) waiver, number of pediatricians
per 10,000 children, number of children with Autism in special education per 10,000
children, number of funds per Autistic child in special education, percent of child
poverty, and health care expenditures per capita). An in-depth analysis of the findings
will be discussed below.
Tables 15 and 16 illustrate the relationship between a state’s decision to apply for
the ADDM network and all of the independent variables mentioned above, while
controlling for Democratic governorship and legislature. When controlling for
Democratic governorship and legislature, states implementing the Medicaid HCBS
(Autism-specific) waiver, states with a higher number of pediatricians per 10,000
children, and states with a higher percentage of child poverty are more likely to apply for
the ADDM network.
Tables 17 and 18 demonstrate the relationship between a state’s decision to apply
for the ADDM network and the independent variables, as previously mentioned, while
controlling for a Republican governorship and legislature. When controlling for
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Republican governorship and legislature, states implementing the Medicaid HCBS
(Autism-specific) waiver, states with more pediatricians per 10,000 children, and states
with a higher percent of children living in poverty are more likely to make the decision to
apply for the ADDM network. Additionally, the findings from the research indicate that
states with a Republican-controlled legislature are more likely to make the decision to
apply. The finding that states controlled by a Republican legislature are more likely to
apply for the ADDM network raises concern as to the political struggle that may occur
over the application process if there is a divided government (e.g., Democratic governor
and a Republican-controlled legislature). For example, the state of Hawaii provides a
glimpse of how a divided government influences political decision making when it comes
to policy for children with Autism and other developmental disabilities.
Tables 19 and 20 present the relationship between a state’s decision to apply for
the ADDM network, the implementation of the Medicaid HCBS (Autism-specific)
waiver, number of pediatricians per 10,000 children, number of Autistic children in
special education per 10,000 children, number of funds per Autistic child in special
education, percent of child poverty, health care spending per capita, and whether the state
previously applied for the ADDM network (prior application), while controlling for
Republican governorship and legislature. With the introduction of the new independent
variable (prior application), Republican political party identification is no longer
significant (Republican-controlled legislature). The results indicate that states with a
higher number of pediatricians per 10,000 children, states with a higher percent of
children living in poverty, states that spend more in health care per capita (state financial
health), and states that previously applied are more likely to make the decision to apply
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for the ADDM network. Thus, these two tables present the most plausible information
because when political party identification (Republican-controlled legislature) is not
significant, then states with more pediatricians per 10,000 children, states with a greater
percentage of children living in poverty, states that spend more in health care per person,
and states that previously applied for the ADDM network are more likely to make the
decision to apply.
Limitations
There are several limitations of this dissertation research. The first limitation is
that I examined only three years (2000, 2004, 2008). It is certainly important to extend
the research to examine more updated secondary data for 2010 and 2012 as the data
become available. The second limitation of this study is the dependent variable is binary
and many critics of this type of a dependent variable argue that it does not yield a
prediction outside the range of 0 and 1. Specifically, using a dependent variable that is
binary only limits the dependent variable to two categories (e.g., Yes/No or 0 and1). The
third limitation of this study is that for the Medicaid HCBS waiver (Autism-specific),
secondary data for Indiana for fiscal year 2001-2002 was used to represent the year 2000
because the Office of Legislative Report (2007) gave data for “about when” the waiver
began in the state of Indiana. Fourth, for the number of pediatricians per 10,000 children,
data from the American Boards of Pediatrics website for the fiscal year 2009-2010 was
substituted for the year 2008 because earlier data for the year 2008 was not available. A
fifth limitation of this study is that I only examined the impact of the independent
variables on one specific health care program, the ADDM network. However, there are
several other health care programs that are associated with the CDC and the National
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Center on Birth Defects and Developmental Disabilities (NCBDDD) for children with
Autism and other developmental disabilities. In addition, a limitation of this dissertation
research is that it was conducted as a cross-sectional study and not as a longitudinal
study, which many argue yields more in-depth information because it is conducted over
time. A final limitation of this study is that the N-size of my study was relatively small
(i.e., 146 observations).
Nevertheless, the study is important because it examines how a range of key statelevel characteristics affect whether a state made the decision to apply for the ADDM
network, which in turn impacts children with Autism and other developmental
disabilities.
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CHAPTER VI
CONCLUSION AND RECOMMENDATIONS

Conclusion
Autism is a unique childhood disorder that substantially impairs the cognitive,
social, and behavioral functions, which are vital to a child’s development (Center for
Disease Control and Prevention, 2009). Affecting 1 out of every 110 children in the
United States, Autism is one of the most common of all serious childhood disorders to
treat (CDC, 2011; Ganz, 2007; Harvard School of Public Health, 2006). Although, the
causes and a cure for Autism are unknown, there have been several studies that link
genetics, abnormality in early neurodevelopment, predisposal to environmental factors,
and vaccinations as possible causes of Autism and other developmental disabilities
(Muhle et al., 2004; Lord et al., 2000; Parker et al., 2004). Advancing the present state of
knowledge about this unique childhood disorder will help states to better meet the diverse
needs of children with Autism and other developmental disabilities.
The purpose of this study is to determine what state cultural characteristics (e.g.,
political, administrative, Autism prevalence, and economic) influence the likelihood of a
state applying for the ADDM network; and whether the existence of certain state cultural
characteristics are more advantageous than others in the implementation of the ADDM
network. The main research question guiding this study is: “What are the factors that
influence whether some states applied for the ADDM network and other states did not.”
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A secondary research question includes: “How many states applied for the ADDM
network in the years 2000, 2004, and 2008?” Both the primary and secondary research
questions will be addressed in the following section through a discussion of the major
findings and the affect of the findings on children with Autism, as well as address
recommendations for public policy and contributions of new knowledge to the field.
Major Findings
One major finding of this dissertation is political party control does not play a
significant role in determining whether a state will make the decision to apply for the
ADDM network. Politics matters very little and if it does, then it is a Republicancontrolled legislature that is more likely to pursue the application process for ADDM
network. Thus, this finding indicates that the federal standards and guidelines set by the
ADDM network in order for states to implement the grant program are being
administered, not by elected state officials, but by public administrators. This finding is in
contrast to the traditional dilemma known to exist in politics in which elected officials
and bureaucrats struggle between serving the public’s interest versus their own personal
interest. Therefore, the public service motivation (PSM) of state administrators is their
commitment to serving the interest of children with Autism and other developmental
disabilities by making decisions that are based on Autism-related need, not political
favor. Thus, this finding relates to the theory of social equity because the decisions of
state administrators are motivated by the need to provide children with Autism and other
developmental disabilities with the necessary resources and services, just like any other
child in society. Unlike state elected officials, who are more interested in seeking the
federal funds for their own economic and political attainment of being reelected, health
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care administrators are more concerned with applying for the ADDM network for health
care reform and to better meet the needs of children with ASDs through monitoring and
surveillance techniques. This further relates to the politics-administration dichotomy
because it addresses the notion that political rhetoric is removed or separated from the
business and functions of administration in government.
Another major finding of this dissertation is the bureaucratic environment is not
influencing the actions of state health care administrators in determining whether the state
will make the decision to apply for the ADDM network. Instead, the individual
characteristics of the state is influencing whether a state will apply for the ADDM
network. For example, the regression results reveal that states that have a higher number
of pediatricians per 10,000 children, a higher percentage of children living in poverty,
spend more on health care per capita, and applied for the ADDM network are more likely
to make the decision to apply for the ADDM network. This finding relates to the state
cultural conceptual framework, which theorizes that the cultural characteristics of a state
influence state behavior, perception, and decision-making (main theory of the
dissertation). This theory is relevant because it highlights how the decisions and
behaviors of public health care administrators, who are the key individuals in the state
making Autism-related decisions, are influenced by the cultural characteristics of the
state. In terms of state culture, the results indicate that the state administrative
characteristic (e.g., number of pediatricians per 10,000 children), economic
characteristics (e.g., child poverty and health care per capita), and the additional prior
application characteristic of a state are the most important factors in determining whether
the state will make the decision to apply for the ADDM network. Therefore, the
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relationship between the dependent variable and the independent variables identify key
differences among the states in terms of state culture, present valuable state
characteristics, and help to answer the primary research question, “What are the factors
that influence whether some states applied for the ADDM network and other states did
not?” In terms of the secondary question, “How many states applied for the ADDM
network in the years 2000, 2004, and 2008?” Overall, there were 29 states that applied
for the ADDM network in the combined years of 2000, 2004, and 2008. There were 120
states over the combined three years that did not apply for the ADDM network.
How the Findings Affect/Relate to Children with Autism
First, the findings that states with a higher number of pediatricians per 10,000
children are more likely to apply for the ADDM network affect children with Autism
because these states may have more trained and qualified pediatricians to care for
children with ASDs. This is the first step towards early diagnoses of Autistic symptoms.
In addition, pediatricians are not only necessary to help identify children with ASDs, but
to provide pediatric screening and medical records (Mandel et al., 2005; Mayer et al.,
2004). As a result, the number of state pediatricians per 10,000 children may
fundamentally impact the state because as more pediatricians report the prevalence of
children with ASDs, it becomes a public priority and increases public awareness. Such
public awareness can advance the importance of monitoring children with ASDs through
programs like the ADDM network. This renewed public health awareness transforms
the public health agenda and can lead to more public policies for families and children
with ASDs (Kogan et al., 2009).
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Second, the results that states with a higher percent of children living in poverty
are more likely to apply for the ADDM network impacts children with Autism and other
developmental disabilities because the long term care necessary to treat Autistic children
may place a financial strain on the families of children with ASDs. As a result, these
families are more likely to experience financial struggles, which can lead to
impoverishment. Additionally, the parents of children with ASDs also struggle
financially with health insurance because many employers do not cover health care costs
associated with specialty treatments (i.e., developmental and behavioral care). Many
parents of children with ASDs have to use supplemental insurance, which can be very
costly, to help pay for these types of services. This finding also impacts Autistic children
because impoverished families of children with ASDs will have better access to quality
health care through the ADDDM network since states with a higher percent of child
poverty are more likely to apply for the ADDM network. Most importantly, child
poverty is an aspect of social public action, which demonstrates that states are working to
meet the needs of children with ASDs.
Next, the findings indicating states that spend more on state government health
care spending per capita are more likely to apply for the ADDM network relates to
children with Autism and other developmental disabilities because more monetary funds
for health care can potentially improve the lives of children with ASDs. First, more state
health care funds can improve the lives of children with ASDs by providing more access
to quality services, resources, and early intervention techniques that have been proven to
be effective in decreasing the symptoms of ASDs. Second, more health care funds are a
potential health care cost savings for families and children with ADSs. Third, more
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health care funds can improve the lives of children with ASDs by providing revenue for
more health care research to find the cause and a possible cure for Autism. Lastly, more
health care funds can help children with ASDs live independently as they transition into
adulthood and become productive individuals in society.
Finally, the results indicating that states that previously applied for the ADDM
network are more likely to make the decision to apply affect children with Autism
because states, such as Alabama and Georgia that currently have the ADDM network
(also previously applied in 2004 and 2008), might encourage other southern states to
make the decision to apply in the future. For example, as previously mentioned in
Chapter 3, the state of Mississippi applied for the ADDM network in 2006, was
approved, but no funds were provided. The state created an Autism Task Force and an
Autism Division. The state wanted to prove that it could carry out the proper monitoring
techniques in order to be considered a viable state to administer the ADDM network for
the subsequent grant cycle process. Therefore, if states like Mississippi partner with
other southern states that administer the program (e.g., Alabama, Georgia, and South
Carolina), then the state of Mississippi might be effective in its efforts in the future. This
is particularly interesting for the state of Mississippi because it has the characteristics of a
state that is more likely to make the decision to apply for the ADDM network (i.e., high
child poverty and high health care spending per capita). So, the state resources that
would be provided through the ADDM network are very beneficial for children with
Autism in the state.

133

Recommendations
There are several public policy recommendations that can be made for state
agencies and policymakers based on the results of this dissertation. First, states need to
not only provide access to more trained and licensed pediatricians to care for children
with ASDs, but states also need to invest in the recruitment and retention of this
specialized workforce. Failure to recruit these individuals limits children’s access to care
and minimizes the state’s ability to bring innovative resources to the state. However, a
potential barrier of a state having a surplus of pediatricians is that it will cost the state
more money to train, maintain, and employ the pediatricians. Second, it is important to
bring in outside experts to work with support staff and various agencies to better
understand the disorder. For example, Dr. Grandin, as an activist and individual living
with high-functioning Autism has first hand knowledge and skills about the disorder.
Public administration scholars discuss the importance of including outside citizens in
helping to develop public policy (Bingham, Nabatchi, and O'Leary, 2005). Third, state
agencies need to partner with Autism advocacy groups, schools, and the parents of
children with ASDs because they are also valuable outside individuals that can provide
more personal insight. Next, during our current economic time of fiscal stress and
downturn in which many social issues are on the public agenda, state policymakers need
to take a greater vested interest and remain vigilant and mindful of the needs of the
vulnerable, such as children with Autism and other developmental disabilities. Finally,
since the finding indicates that states spending more funds on health care per capita are
more likely to apply for the ADDM network, states should take a comprehensive
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approach to health care. This includes investing in more health care research and
technology.
Contributions to the Field
The dissertation adds new knowledge because similarly to Erikson’s et al. (1987)
analysis of state culture and the actions of state-level government, the results reveal that
state culture impacts a state’s decision to apply for the ADDM network. In particular,
the state cultural characteristics that are significant in the study include the number of
pediatricians per 10,000 children, the percent of child poverty, health care spending per
capita, and whether the state previously applied for the ADDM network. In addition, this
study reveals that political party identification (e.g., Republican-controlled legislature)
only plays a marginal role in terms of a state’s decision to apply for the ADDM network.
This new knowledge affects public policy in general because it demonstrates how states
that are applying for the ADDM network are making more comprehensive decisions
surrounding social equity decisions (i.e., less about partisanship and more about public
service). Thus, this is what public administration should embody. In addition, this new
knowledge impacts public policy because now vulnerable populations, such as children
with ASDs, no longer have to suffer and face inequality in the level of care, service, and
attention they receive. By understanding what state cultural characteristics influence
whether a state will make the decision to apply for the ADDM network, health care
programs such as the ADDM network will provide children with ASDs access to the
most beneficial care. Furthermore, this new knowledge specifically affects Autism
programs by providing an avenue for more health care funding to programs for children
with Autism. For example, an Autism advocacy program (e.g., Autism Society) in a state
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with a higher percent of children in poverty is more likely to receive funding because the
findings indicate that states with higher percent of child poverty are more likely to apply
for the ADDM network. As a result, this means that states with the greatest need are
effectively serving children with Autism.
The dissertation’s major contribution is to advance the knowledge of state
agencies, state health care administrators, state policymakers, and bureaucrats by
providing a better understanding of the benefits of the ADDM network for children with
ASDs and other developmental disabilities. Even though Autism is a growing
phenomenon in the twenty-first century, there is still a limited amount of information
about the disorder in terms of how the role of public administrators and the
implementation of public policy impact children with Autism and other developmental
disabilities. Therefore, by understanding the differences between the states and the
factors influencing the states’ decisions to apply for the ADDM network, a more
comprehensive model to promote partnerships among states can be developed. This type
of state partnership is important because there are only a small number of states that
implement the ADDM network. This will ensure that the prevalence of children with
Autism is effectively monitored across the nation and that children with Autism have
access to more adequate services. This is necessary if the major goal of the ADDM
network is to monitor the number of children with Autism and provide early intervention.
From a personal standpoint and as a native-born resident of Mississippi (a state
that does not have the ADDM network to provide early intervention for children with
ASDs), I am concerned that Mississippi is not adequately meeting the needs of this
vulnerable population. Therefore, it is important to implement a national comprehensive
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ADDM network that will foster valuable health care services (i.e., health promotion,
early prevention, intervention) and treatment to meet the diverse needs of children with
Autism and other developmental disabilities in all fifty states. Therefore, Congress needs
to appropriate adequate funds in order for the CDC to disperse more funds to the states
and the ADDM network.
Understanding the differences in states’ culture that compel states to apply for the
ADDM network and working towards a comprehensive national ADDM network not
only has the potential to improve the lives of children with ASDs, but to also open the
doors for state advocacy groups, the medical community, parents, and policymakers to
better understand this unique disorder. Thus, Dr. Grandin stated that, in particular, the
problems with public policy is that it is too abstract because most policymakers who
make Autism policies may have never been around children with Autism, so they are not
in touch with the reality of what the parents and children with Autism experience on a
daily basis. She stated it is important for policymakers and the people who are in higher
ranking positions to take the time to work in the field and talk with their constituents
(e.g., visit classrooms and talk to parents).
Future Research
Although this dissertation focuses on some of the state political, administrative,
prevalence, and economic factors affecting public policy, there are many other
independent variables that could have been associated with a state’s decision to apply for
the ADDM network, such as health care benefits and state grant funding. In particular,
an independent variable for health care benefits was not included in this dissertation
because health care benefits typically refer to health insurance provided by employers
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and this research focused on health care in terms of Medicaid. Further, since this
dissertation focuses on children with Autism, it was more beneficial to examine an aspect
of Medicaid that is specifically for children with Autism (i.e., Medicaid HCBS Autismspecific) waiver. An independent variable for other state-grant funding is not examined
because the focus of the dissertation was on health care type grants specifically from the
CDC. However, future research will be conducted to expand the research to include these
two additional independent variables. Secondly, there are many other research questions
that can be explored. For example, one research question that was originally included in
the dissertation asks, “What are the factors that contribute to the differences in the
variables that affect whether states applied for the ADDM network?” I plan to conduct a
future qualitative study that will address this question by interviewing state policymakers
and conducting a case-by-case analysis of the states. Finally, future research will address
whether states are aggressively seeking federal funds for programs that will provide
access to a higher quality of care to meet the needs of children with Autism.
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Hello. My name is ________, and I am calling from the Department of Political Science
and Public Administration at Mississippi State University. The objective of this interview
is to gain further information to support my dissertation research, which focuses on a
federally funded program called the Autism and Developmental Disabilities Monitoring
Network (ADDM). This program provides funds to the states to monitor and track the
number of children with Autism and other developmental disabilities and also provides
early preventative and intervention services for Autistic children and their families.
Currently, there are only 12 states that administer the ADDM network nationally. So, I
plan to examine the factors (e.g., demographic, political, economic, and administrative)
that might explain the state variations in administering the program to meet the needs of
children with Autism and other developmental disabilities.
After viewing the HBO film, Temple Grandin, which depicted your life as an individual
with Autism, reading your author inspired book, Thinking in Pictures: My Life with
Autism, in which the movie was based on, and our previous conversation via mail, I chose
to conduct an interview with you because I was inspired to expand my research. As an
individual with Autism, you can provide me with a better understanding of your personal
life experiences, research, and advocacy for Autism research and policy. Your answers
will be kept confidential. Your participation is voluntary, and if you feel a question is too
personal you do not have to answer it. Furthermore, during our telephone interview, I will
utilize an audio recording device to ensure that your responses are accurately
documented. This interview (22 questions) will take approximately 45-60 minutes.
May I start?
Question Introduction:
I would like to begin by asking you some general questions about your early life,
education, and current occupation at the University of Colorado.
Question Q1: In what state were you born? In what year were you born?
Question Q2: Based on research, you received your undergraduate degree in psychology
from Franklin Pierce in 1970, your master’s degree in Animal Science from Arizona
State University and your doctoral degree also in Animal Science from the University of
Illinois in 1989. What inspired you to make such a drastic transition from one discipline
(psychology) to another discipline (Animal Science)?
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Question Q3: Now, that you are at Colorado State University, how long have you been a
professor at Colorado State University in the Department of Animal Sciences?
Question Q4: What do you teach at Colorado State University?
Question Q5: As a professor, I know that many universities require research, so what is
the focus of your personal research?
Question Q6: Why did you choose this topic for your personal research?
Questions 7-12 are going to be more personal, so if you feel a question is too personal,
please do not hesitate to tell me and you do not have to answer it and we can move on
to the next question.
Question Q7: How old were you when you were first diagnosed with Autism?
Question Q8: What type(s) of alternative methods of therapy (i.e., behavioral, cognitive,
developmental, social, etc.) or treatment did you experience?
Question Q9: Do you think that the different types of alternative methods (i.e.,
Behavioral Applied Analysis, ABA; the Developmental, Individual Differences,
Relationship-Based model (DIR), also referred to as “floor time”) were effective?
Question Q10: As an individual with high-functioning Autism, how are your
symptoms/characteristics unique from per se an individual with low-functioning Autism
or an individual at a different point on the autistic spectrum?
Question Q11: As an individual with Autism, what were the challenges that you had to
face as a young child?
Question Q12: Having described the challenges you faced as a young child, were those
challenges different as you transitioned into adulthood? If so, in what way?

186

Questions 13-17 are going to be questions based on your book, so again if you feel a
question is too personal, please do not hesitate to tell me and you do not have to answer
it and we can move on to the nest question.
Question Q13: What inspired you to write the book, Thinking in Pictures: My life with
Autism?
Question 14: After reading the book, there was one question that really interests me.
While pursuing your degrees, you worked at several farms and cattle ranches. I
understand that during this period the acceptance of women in the male-dominated field
of farming and agriculture was not embraced as it is today.
Could you please shed more light on your personal experiences as a woman and also
having Autism in this field?
Question Q15: In your book, you indicate that you were treated differently by
individuals in your community, school, and in society. How do you think this has
affected your views on education, government, and the medical field in response to
fighting Autism?
Question Q16: In your book, you indicate, “in order to deal with major change… you
needed a way to rehearse it, acting out each phase in your life by walking through an
actual door, window, or gate” (p. 18).
Based on the scientific understanding of the symptoms of Autism, how do you think your
symbolism of walking through a door or gate has impacted your Autism?
Question Q17: Also, in your book, you indicate that you have visual memory, which
enables you to modify images in your imagination and generalize.
How do you think this autistic symptom has influenced who you have become today?
Questions 18-22 are going to be questions based on national policy, the current
administration of the ADDM Network, and your personal advocacy.
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Question Q18: How do you think the Individuals with Disabilities Education Act
(IDEA) that was implemented in 1990 to govern how states and public agencies provide
early intervention, special education, and related services to children with disabilities has
made a difference for individuals with Autism?
Question Q19: As mentioned, there are currently only 12 states that administer the
ADDM Network for children with Autism and other developmental disabilities.
Colorado is one of the 12 states that currently administer the program.
Why do you think the state of Colorado has been successful in adopting the ADDM
Network? What are some other programs that you are aware of that are available in the
state of Colorado for children with Autism?
Question Q20: The states that do not have these programs, what do you think they need
to do to acquire the ADDM network? Should there be reforms?
Question Q21: What are you currently doing to advocate for individuals with Autism in
Colorado and nationally?
Question Q22: What type of national policies do you think should be implemented in
order to continue to fight the increase in the number of children diagnosed with Autism?
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